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DEDICATION 


To Professor Philip R. V. Curoe, Chairman, 
Department of Education and Director of 
Teacher Education, Hunter College, New 
York City, — profound scholar, efficient 
administrator, devoted friend of exception- 
al children. Without his spiritual encour- 
agement and practical guidance this vol 
ume would not have been written. 


NEED FOR SERVICES TO 
EXCEPTIONAL CHILDREN 


SAMUEL MILLER BROWNELL 


COMMISSIONER OF EDUCATION 
DEPARTMENT OF HEALTH, EDUCATION AND WELFARE 


We all appreciate the necessity of having more and having better 
educational provisions for the children we call exceptional. We call them 
exceptional either because they have talents or handicaps sufficient in degree 
to make it important to provide opportunities, treatment, instruction, facilities, 
and/or programs different at least in part from those afforded to most children, — 


To meet all of these specialized needs — for the blind, the partially seeing, ; 
the crippled, those with special health problems, the deaf, and hard-of-hearing, _ 
the speech handicapped, the socially maladjusted, the een retarded, and 
the gifted — there are today in the service of the Nation s schoole not more 
than twenty-five thousand who are designated as “special rias Bougie pr. 
this means an average of 180 exceptional children for every “special teacher : 
in this field in the United States. It means in fact that many, many children N 
who need the services of a teacher with preparation to help them with their 


special problems get no such help. 


Many children with physical handicaps are in hospitals srs) no Poem 
f instruction is provided. Many others are confined to their homes wi oul 
den nity for instruction from which they could profit and which they 
v oo an with vision, hearing, and speech problems are in classes 
= P öt ive them the services they require. Many children with mental 
E c: M aet health problems could become able to care for them- 
i o ven to contribute to home or community well-being if the school 
E eos such as to prepare them to be as useful adults as they were 
progr 


capable. 

‘lure to serve both the handicapped and gifted results in an hc 
] eae an ee and womanpower — a loss which this country can i 
oss o! 


afford to have. 


i ference on the study, 
speech delivered before the Working Con pio. am 
“Suen ad frei o Teten of etin stad 
: erg penes De. Samuel mne Brownell, Commissioner of Education, 
EAE of Health, Education, and Welfare. 
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PREFACE 


The first volume of Special Education for the Exceptional deals with a 
general treatment of the entire field of special education, presenting prob- 
lems and methods which are common to all phases of services to the ex- 
ceptional. 

Volume II is concerned with the physically handicapped, — the blind, the 
deaf, the speech defective, and other definitive areas, — and with the various 
special health problems, including muscular dystrophy, tuberculosis, Han- 
sen’s disease, as well as with the special topics of the multiple handicapped, the 
homebound and the hospitalized. 

The third volume deals with the neurologically impaired, the mentally 
handicapped, the intellectually gifted, and epilepsy, as well as with special 
education services in the related fields of the aged, the narcotic, and the al- 
coholic. 

The many authors and contributors of reprints are recognized authorities 
in their respective fields of endeavor and have prepared accurate, up-to-date 
materials which present the current methodology and programs of services. 

The contributing authors and editors realize that special education is a 
broad and multifold field, and we do not claim to have presented an exhaus- 
tive work nor a highly technical production. These volumes are designed to 
primarily serve college students, parents, laymen, and new personnel enter- 
ing our field who desire a comprehensive, authoritative survey of special 
education for the exceptional. ; 

The editors are beholden to scores of authors, administrators, organiza- 
tions, periodicals, and agencies, public and private. Over seventy individuals 
have given generously of their time and talents to make these three volumes 
possible. 

We have been meticulous in our effort to maintain each writer's style for 
flavor and content. We have made few editorial changes and are fully cogni- 


zant of the lack of consistency throughout the volumes with reference to 


ave consciously sacrificed this 
f the individual author's 
le ourselves with Emer- 


minor items of text book construction. We h 
consistency for the far greater value to the reader o 
point of view and method of presentation, We conso 
son’s remarks on consistency: 

A foolish consistency is the hobgoblin of little minds, 


With consistency a great soul h 
Jf with his shadow on the wall. Speak what y 


adored by little gei F^ 
ivi i ing to do. He 

philosophers and divines. as simply rote b 

may as well concern himsel 

in hard words and tomorrow speak what tomorrow t 


it contradict everything you said to-day. 


hinks in hard words again, though 
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Medo Cohen Dr. Edward F. Rabe 
Edith L. R. Corliss Isabel P. Robinault 
Marie A. Corrigan Dr. Wallace E 
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De Cle Henry Crothers David S. Schechter 
Carol. Cudroff Bernhard Scher 
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Catherine Donnell Laurel B. Stein 
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Deborah Elkins Barbara Straus 
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Dr. Dom James J. Hayden Dr. Lewis Terman 
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School Principals, Bureau of Handi : 
New York City; Bureau of Moss s DUE Departmen u R n 
ton, D.C.; California Parent-Teach 'M pgs D Washing- 
Child; Childrens Buscan, US. Departncar of Held BARES D 
BESTE ctione Ss , U.S. Department of Health, Education di 
; Co ate Department of Education; E i c Ms 
The Crippled Child; The Exe, Ear, Nose and Threat Momhly, The Grek 
Teacher; Hunter College New York City; TI ied Mi he ee 
ceptional Children; The Journal pm mpi Lbs na e 
Journal of Bone and Joint Surgery; The Teel rca P. Soren ds 
d the Louisiana State Medical Society; The pe paio me 
edical Association; The Journal of Rehabilitatio ; Th uM 
and Hearing Disorders; The Journal of Teach Eds ie ee eae 
Neurological Society; The Macmillan Cu a ; Mena bs ESI 
"^t IRA Medioa, Annas of the District o [M I 
he Menninger Foun ation; Missouri Medicine; Muscular Dystrophy As: ; 
ations of America, Inc.; The National. E i Jp rs 
National Society for the Prevention of aes DONO ies bo 
the Study of Education; The National "Tuberculosis jen ed 
York Tuberculosis Association; Ohio State Commission on Childre RU 
Youth; Ohio State Medical Journal; Pennsylvania Medical Society; Ph sical 
Therapy Review; The Quarterly Journal of Speech; School and Societ The 
State Department of Public Instruction of Illinois, Division of Special Fdodi 
tion; The State Department of Public Instruction of North Dakota; Today's 
Health; Understanding the Child; The U.S. Department of det 
Bureau of Standards; The U.S. Office of Education, Department of Health, 
Education, and Welfare; The Volta Review; World Book Company. ; 

We are indebted to many school systems, organizations and individuals 
for an excellent collection of pictures. Because of the lack of space many 
splendid photographs had to be omitted. 

We desire to give special mention to members of the staff of The New York 
Institute for the Education of the Blind, and to Mr. E. Nelson Hayes, and the 
staff of Porter Sargent, Publisher, for their painstaking work in the preparation 
of the manuscript. 

It is our fondest hope that these volumes may prove a contribution 
better understanding of exceptional individuals, their handicaps, their 
potentialities and their future of happiness for themselves and of service to 
the community. We venture an additional hope that this work may stimu- 


late others to produce more and better literature for our professional. field. 
Mente E. FRAMPTON 
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the education of exceptional children; by State departments that will develop 
challenging standards of Program operation, and work with teachers in estab- 
lishing sound certification procedures; by local school systems that will recruit 
and employ teachers who are qualified by personality and special preparation; 
by health and welfare agencies that will provide diagnosis and evaluation, 
medical and psychiatric care, and social service. 


We Beuieve that research designed to increase present knowledge of per- 
sonality and the learning process, and studies aimed at the improvement of 
programs of special education are essential to further progress. 


We Beuteve in the sensitive interpretation of the exceptional child and 
his needs by teachers and others in order that an attitude favorable to his 
acceptance and development may be engendered and sustained in the com- l 
munity. 


ABOVE ALL, We Bzrrevz in the exceptional child himself; in his capacity 
for development so frequently retarded by the limits of present knowledge; 
in his right to a full life too often denied him through lack of imagination | 
and ingenuity on the part of his elders; in his passion fòr freedom and inde- . 
pendence that can be his only when those who guide and teach him have 
learned the lessons of humility, and in whom there resides an effective con- 
fluence of the trained mind and the warm heart. | 
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MERLE E. FRAMPTON, SETH HOARD, ELLEN KERNEY, AND 
PAUL MITCHELL 


DEFINITION 


In popular usage the term ‘blind’ is of Vague import. It includes both the 
totally-blind and the partially-blind or partially-seeing, between whom there 
is no generally accepted line of demarcation. Strictly speaking, the totally- 
blind include those having no light perception whatever. But there are many 
who are able to see light and yet are unable to distinguish between persons 
and objects. For most purposes this is as great a handicap as being unable to 
see at all. 

“A blind person,” according to the instructions given census enumerators 
in 1910, “is one who is either totally or partially blind in both eyes so as to be 
unable to read, even with the help of glasses.” In 1920 and 1930 the instruc- 
tions read substantially the same: “Include as blind any person who cannot 
see well enough to read even with the aid of glasses.” 

The definition of blindness recommended by the Social Security Board 
reads: “Visual acuity of 20/200 or less in the better eye with proper correc- 
tion, or a limitation in the fields of vision such that the widest diameter of the 
visual field subtends an angular distance no greater than 20 degrees.” 

In Baldwin’s Dictionary of Philosophy and Psychology, blindness is defined 
as a general term 
designating any distinct lack of power to respo: 
It may be partial or total and may be due to 


optical mechanism, accessory to the retina, in t 
cortical or subcortical centers for vision, or in t 


The White House Conference of 1930, through its Committee on the Visu- 
ally Handicapped, adopted the following definition: “A blind person is one 
who cannot use his eyes for education.” The Joint Committee of the Na- 
tional Education Association and the American Medical | Association on 
Health Problems in Education, in collaboration with the National Society for 
the Prevention of Blindness, states in its pamphlet, Conserving the Sight of 
School Children: “Children with 20/200 vision or less, after correction, s 
considered blind and should be educated as finger readers in a school or class 


for the blind." 


nd to the stimuli which give rise to vision, 
injuries or deficiencies in any part of the 
he retina itself, in the optic nerve, in the 
he connections between these.! 


Definitions, however, should be formulated in view of the purposes which 
they are to serve? Dr. Ralph V. Merry distinguished between economic 
blindness and blindness for educational purposes: 
Economic blindness may not represent the same d f vi i i 
ed » Je includes. those whose vision is ia A A e —— 
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The American Medical iati i 
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SUID grees. s ends an 
— acuity of can than 207 E the better eye, with correctin, gl 
contracted to such an extent that ds ae field defect in which rs pes central 
207200 if at a distasce of | than 20 gre diameter of visual feld —— 
e | at a distance of twenty feet, he ah Nye is said to have visual "an 3 p^ 
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Classifications useful for educational and soci i 

i à : social service purposes wil 

pags oe in me hix ca sections. À simple and Mer 
ealin, i i 

cce with individuals or small groups is that suggested by French as 


' Classification of Blindness 
(Based on French's classification ) 


Degree of defect 
A. Total blindness 
B. Shadow vision up to 20/200 
C. Form and motion vision 
D. Conspicuous defective vision up to 20/70 | 
E. Color blindness 


Time of onset 
1. Born or very early blinded 
2. Dim vision, imagery retained 
3. Blinded in early adolescence 
4. Blinded in maturity 
5. Blinded in later maturity or old age 


Collateral effects 
A. Seriously impaired health 
B. Dulling of other senses 
C. Various mental effects 
D. Pathological nervousness 
E. Any combination of the above 


A broad, general grouping, based on the amount of vision remaining, is as 
follows: 
Classification by Amount of Vision Remaining!$ 


Group 0. Absolute blindness 

Group 1. Light perception (and/or projection) only 

Group 2. Motion perception and form perception up to 
at 3 feet") 

Group 3. 5/200 but not 10/200 Cor “counts fingers at 3 feet but not 10 feet”) 

Group 4. 10/200 but not 20/200 

Group 5. 20/200 

Group 6. Better than 20/200, but having perip 
widest diameter 

Group 7. Better than 20/200 up to 20/70 

Group 8. Better than 20/70 

Group 9. Vision not reported 

Group No. 7 in this classification comprises the sight-conservation classes 

in the public schools. "The first six groups will, under normal conditions, 

placed in schools or classes for the blind. These pupils may be handicapped 

by the extremely defective vision that results from high myopia, or from 

c diseases of the retina and choroid which may lead to further severe 


or even to loss of vision. Such pupils (Group 1-6) are blind by 
f vision remaining and hence 
he *partially- 


5/200 Cor up to "counts fingers 


heral vision limited to 20* or less in the 


progressiv 
impairment 
legal definition, but they have some remnants 0 : 
are designated as ‘partially-blind to distinguish them from t 


E partially-sighted are most often classified as to degree of vision. T 
for a more careful educational classification of this group. p n : 
sighted children are too often classed together as one p e Pa 
"The simple distinction between 'myopes and other 10 | 


is great need 
and partially- 
tional reports. 
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visioned' pupils i t one step in advance.* For educational purposes, 
Fee db sind PER carefully classified as to degree of 
he uar ee in classification, however, has been that of the 
cause of blindness. Although work for the blind has been carried on for years 
no standard scheme of classification for uniform use throughout the country 
has heretofore been available. To meet this need, a Committee on Statistics 
of the Blind was formed (1929), sponsored by the American Foundation for 
the Blind, the National Society for the Prevention of Blindness, with the 
cooperation of the Russell Sage Foundation.'? The classification recom 
mended by this committee has been tried out on many thousand cases during 
many years of experimental work. Two major divisions of this classification 


are: 

1. The etiological factor; i.e., the underlying cause, the disease or accident 
fundamentally responsible for the basic eye condition. Actually this 
may be difficult to determine, but the etiological factor is especially 
important. 

2. The topographical factor; i.e. the part of the eye affected. In this 
grouping each case is classified according to the nature and location of the 
eye lesion Ce.g., corneal ulcers, or detached retina). 

Each case is thus classified in two ways. For example, optic atrophy due to 
syphilis would be classified under syphilis in the etiological section and under 
E m in ae topographical grouping. 

e ta! i 
Ta Be s uu the causes of blindness, regardless of age, was, according 

Over one-half—54.4 i i ; 
ness due to disease, 38.6 p D cp y veille to disease. OF all casas of blind 
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" cataracts of all kinds, disorders of the do A d P — of the eve ia 

most common form of opti 1 ave and of the conjunctiva. Atrophy 
optic nerve disorder. Diseases of the optic nerve are — 
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infection, f ] = 
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Yesterday gonorrheal ophthalmia was the leadin, cause oj indness ij ren. 
leadi; f blindness in children. Today 
g 
diseases of prenatal origin such as congenital cataracts, congenital glaucoma, retinitis 


There can be no doubt that the i i TA 

ct of hepa Sond eS. TY e riim pe 
ess— i : 
coma diy m de det ear ME Wie qute m cae d d 
the relative importance of eye disease associated with age, medical du eid ha renz 
ducing spectacularly the incidence of blindness from infectious discesét WIRE bably 
once accounted in this country—as it still does in some parts of the wodd d ds 
oec MA 
ract, glaucoma, an i i s 

older persons probably now dici a E UM "eius Dd mes 
because the proportion of the population aged 65 or over increased by Md 20 paroent 
peu bà aa ae vá MERDA, to Peta it is not unreasonable to suppose that 
comer üindness, as well as the number of blind persons, is now in- 

The number of blind children under seven years of age was possibly 5,500 
at the end of 1950, and 6,000 at the end of 1953, according to C.E. Kerby, who 
in 1954 listed the distribution of blindness by cause as it was at the end of 
1943 and at the end of 1950.21 The 1943 percentages for 834 cases in 11 
states were: infectious diseases, 9.7; injuries, 5.3; tumors, 4.8; prenatal influ- 
ence, 62.6; retrolental fibroplasia, 6.7; other causes, 10.9. The 1950 percent- 
ages were for 11 and 16 states, respectively. In the first instance the percent- 
ages for 1317 cases were: infectious diseases, 4.3; injuries, 2.4; tumors, 2.4; 
prenatal influence, 37.4; retrolental fibroplasia, 48.3; other causes, 5.2. In 
the 2412 cases reported by 16 states the percentages were: infectious diseases, 
4.1; injuries, 2.8; tumors, 2.7; prenatal influence, 37.5; retrolental fibroplasia, 
46.6; other causes, 6.2. 

Two additional reasons for blindness were advanced in 1954, inadequate 
funds for research on diseases causing 27,000 cases of blindness annually,” 


and emotional disturbances.?? 
Apart from all the above possibilitities, it has often been noted that the 


rise in population since the end of World War II has been attended with a 
corresponding increase in the number of blind persons.*4-** 


INCIDENCE 


Present provisions for discovery of blindness and for census taking are s 
a 


inadequate. Sources of statistics of blindness are the Federal census, 4 

state surveys, and private estimates usually based upon these. Enumeration x 

the blind is difficult and requires carefully prepared census procedures 
nsure accurate returns. i A 

; persons in the United States 


An accurate census of the total number of blind 
has never been made. In 1940 the United States Census Bureau abandon 


i i i blind because 
its regular decennial attempts to include an enumeration of the 
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READING, TYPING, AND TELLING TIME IN A CLASS FOR THE BLIND 
Hunter College, New York City 


A CLASS OF BLIND BOYS PERFORMING IN GYMNASIUM 
Illinois School for the Blind, Chicago, Il. 
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De 


ported in October of 1953 by Lowenfeld'? and listed in terms of 
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1943 6067 
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peaking countries, notably in Canada and Great Britain 
as in the United States. A British writer! commented, in Jan 

of 1954, on the rising incidence of retrolental fibroplasia in England and on 
the expectation of 650 such Cases a year in the United States, i 

Miss C. Edith Kerby** was able to estimate that at the end of 1950 there 
were roughly 5,500 preschool blind children in the United States, and that - 
the number might reach 6,000 at the end of 1953. Her survey concerned - 
2,809 children under 7 years of age; blindness had been caused by retrolenta] | 
fibroplasia in almost 50% of these cases. 

A physician, W.A. Wilson, writing late in 1953 on retrolental fibroplasia 
in one California county, recorded 34 cases at the hospital and 24 in private 
practice. He felt that a combined attack by ophthalmologist, obstetrician, and 
pediatrician would lead to identification of the etiology and origin, and thus 
to an "obvious solution." 

How many of the 45,000 children with visual handicaps now attending 
public schools might sometime be classified to require the special services for 
the blind? 

There can be no doubt that due to cataract and glaucoma, a large propor- 
tion of the blind persons estimated in the national census are older people. 
By this is meant that this proportion of older persons is greater e o 
the general population.*® In fact, not more than 10 per cent of ks biin pes 
under twenty years of age,** and the group sixty years or older show 

i ire i i blind during the decade 1940- 
thirds of the entire increase in the number of d g e b 
1950. This lends importance to the attention which must be given to 
program of adult education for the blind.*7-48 La 

The census with regard to blind children of school age can be Pu 
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For example, the total number of children enrolled in 1952-53 in. M 
United States residential schools and other units, including fifteen city 
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of blindness in almost 75 per cent of the preschool blind children, which 
15 now estimated to be over 6,000,55 : 

Many other changing factors affecting the blind must be considered and 
are always of specia] interest to the educator of the blind. These may be the 


unknowables are the improvements in medical techniques, pre-natal care, 
sanitation, control of communicable diseases, hygiene and education itself 
as a force for the prevention of blindness, 


i 
It now appears that most blindness is the result of causes unknown, and - 
much of it is of prenatal origin. This poses one of the most difficult problems 


Nations list over 650,000 blind children in twenty-three countries mostly in 
North America, Europe and the British Commonwealth, of which 600,000 
alone are in India, 12,000 in Japan and 10,000 in the Union of South Africa, 
It is estimated that there are well over one million blind children in the world 
today who need special attention in the realm of education. Blind adults are 
estimated to total 14,000,000 in the world.56 


Hisrory 


Although our evidence from the ancient and medieval world is fragmentary, 
it is apparent that in all periods gifted and capable blind people have 
able to integrate themselves successfully into the society about EU E 
general, the treatment accorded to the blind has been consistent wi 
trends and philosophy of the period. b 

Thus in a primitive society like that of the Homeric age we expect to 7 
cruelty and superstition.5®-6ô It is not surprising to find in the Ri Te 
exposure of blind infants and the honors paid to Demodocus, the E Wo 
of the Odyssey, who was supposed to have received his gift of ud € * 
gods as a compensation for loss of sight. The Roman Empire, kp x: 
its laws and monuments of engineering, was noted for its ee ne ns 
ence to human suffering. Here again we contrast the lot of the blin n" T dat 
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humble existence in their wattled huts. me. 
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foundations such as the Quinze-Vingts at Paris discourage du "he Éfeentl 
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setting up problems in arithmetic, algebra, and geometry. This was described 
at length in Diderot's "Letter on the Blind" (1798). A 

Valentin Haüy, (1745-1822), a French philanthropist, succeeded in estab- 
lishing a school for the blind in Paris in 1784. His first pupil was a blind boy 
whom he found begging on the streets. When he had made some progress 
in instructing this boy, whose name was Leseuer, he obtained permission to 
teach a group of blind children from the almshouse. He put his pupils » 
exhibit and was so successful that he won enough support to found the school, 


Maria Von Paradis, a famous harpsichordist who was blind, gave Haüy - 
valuable suggestions about equipment and methods. She had been in corres- — 
pondence with Weissemberg a blind man in Mannheim, Germany, whose i 
teacher, Niesen, had instructed him in geography by the use of maps in relief, — 
and in mathematics by Saunderson’s peg board. Haüy modified these methods 
later and invented some of his own. He discovered that Leseuer could read 
Roman letters if they had been printed heavily enough so that they. showed 
in low relief on the reverse side. This method of teaching the blind to read, — 
— Roman letter in low relief, — was used for nearly one hundred years 
until displaced by the much more facile braille system. i 

Inspired by the success of Haüy’s school in Paris, philanthropists be. a 
found schools for the blind in Europe and the United States. By a 
nineteen schools had been founded in Europe and the British Isles. In cf 
third decade of the nineteenth century four schools were established in > 
United States: Perkins Institute (Boston, but later moved to bas 
New York Institute for the Education of the Blind CNew York Civ) A 
brook School for the Blind (Philadelphia); and the Ohio School for the d 
this the first state controlled school. At the present time e E AH 
schools for the blind. If no state school exists, education is bd by P 
school classes for the blind, or pupils are sent to the neighboring 
schools.5!-93 7 

Besides the founding of schools and workshops for the blind PANE 
important contribution made in this field in the nineteenth ce pale 
invention of point type, especially braille. Before this ors er 
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hemical and mathematical formulae, musical notation, — 

all languages, € d n - E 

| = side tet apc cost of braille, it is astonishing rn yd 
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p ood Suns in 1860 by the Missouri School for the Blin St. L 


i ille. In 1932 
i in raised dots competed with brai 
In America several systems in raised Eee n ts te type uiver 


Standard English Braille e II Ee 

i i aking countries. i 

Mice fiel in the p nineteenth cany v I 

ing the blind. Two are still in existence: the !ACparume ' 

et ed American Bible Society, started in 1835; ved re oet 

for the Relief of the Destitute Blind of the City of New York an » : ae . 

founded in 1869. Roman Catholic, Protestant and Jewish Guilds for t ir 

] Blind, founded more recently, maintain workshops or conduct schools and 

homes. The Industrial Home for the Blind in Brooklyn, New York, founded 

in 1893, now consists of a Nursery School, a home for the blind, and a large 

workshop. Similar adult workshops are found in many leading U.S. cities 

The Massachusetts Association for Promoting the Interests of the Adult Blind, 

has been in operation since 1903 and the New York Association for the Blind 
known as “The Lighthouse” since 1905. 

A notable achievement of the twentieth century has been the progress made 
in educating the pre-school blind child and the parents of these children in an 
attempt to bring about a better mental and physical adjustment of the blind 
child. Summer schools for blind babies and their mothers, lecture courses 
for parents, establishment of nursery schools, placement of blind children in 
sighted nursery schools are methods that have been tried in order that the 

rents may accept blindness and make necessary adjustments so that the 


lind child can develop to the full extent of kis abilities without being 
rejected or over protected. x 
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be an economy to use public welfare funds to pay for medical treatment 
surgical operations which would prevent blindness or restore sight, 
y Accidents as a cause of blindness are increasing in importance. N 
inventions and new hazards in industrial life have brought about this sit 
Blindness from industrial accidents is most frequent. The percentage 
field may be decreased by educating the public, employers, and worke 
awareness of the frequency of this cause of eye injuries, and by coopera 
with agencies concerned with prevention of blindness due to accident 
such agencies as, for example, the National Safety Council and the N: atior 
Society for the Prevention of Blindness.9* 

In certain occupations the exposure of the workers is very evident. In mining, in milita 
service, in the work of machine tenders and like occupations, the proportions made 
by accidents are doubled or more, over the proportions for the blind as a whole. ( 

Mechanics and carpenters are liable to be blinded by piercing and c 
instruments; painters, by lead poisoning; iron and steel operatives, by exposu 
to heat and to dust particles; brick and stone masons, by foreign substane 
the eye; cooks and laundry workers, by cataract (special form from ex 
to heat); teachers, by glaucoma or detachment of the retina; dre 
seamstresses, by strained eyes or glaucoma. 

Much of the blindness prevalent can be prevented by removing its 
lying social cause. The major social causes of blindness may be oui 
follows: 

. Industrial conditions and processes 

. Spread of infectious diseases 

. Unhygienic conditions of living 

. Malnutrition 

Lack of proper medical services, including 

(a) Medical supervision of schools 

(b) Community nursing j 1 hthalmía 

Cc) Regulation of obstetrical services for prevention of ophthalmia 
neonatorum and retrolental fibroplasia > 

Cd) Accessibility of medical, surgical and hospital treatment 


Those interested in the prevention of blindness should cooperate: 


i d safety measures and national drives for the elimi 
ges primes eras malnutrition, and other causes of blin 
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pipe (5) behavior problems, (6) general apathy and lack of initi- 
ive.95- 

Among the more common of the mannerisms, known as ‘blindisms’, are: 
(1) rocking or weaving backward and forward, (2) putting fingers or fist into 
eyes, (3) whirling rapidly round and round, (4) waving fingers before the 
face, (5) bending the head forward. 

Speech disorders are of frequent occurrence among children who are in 
schools and classes for the blind.!?" One authority estimates the incidence 
of serious speech defects as high as 48 per cent. 

The visual handicap may intensify undesirable behavior problems. Pupils 
may have fought their way through several years of schooling before the eye 
difficulty was discovered. Eyestrain and fatigue may lead to exhaustion and 
neurasthenic conditions. i 

There is a tendency among myopes to become introvert types. Such 
children should be drawn out of their recluse attitude. "There is danger that 
the excuse, "I cannot see well," may become an habitual alibi. 

Teachers and workers with the blind must understand child psychology 
and mental hygiene. Undesirable nervous sets, inhibitions, behavior patterns, 
can be broken down or overcome by teachers who understand the elementary 
principles of mental hygiene. +°! 


EDUCATIONAL PnonrLEMs! 02-104 


Many blind children begin their schooling later and remain in school up to 
the time when normal children have left school and entered industrial life. 
Blind children spend more years in school, on the average, than children with 
sight. Many blind children are out of school who should be in attendance, 
Many blind pupils drop out of school before the completion of the high 
school course. On the whole, the blind have had somewhat less schooling 
than the general population of all ages. 24 

A cud Ene d problems E be met in the education of the es 
naturallv divided into consideration of: (1) problems in the education o! 
children under school age, (2) education of children from five to tene 
vears of age in elementary school, high school, college and Res d 
(3) education of the adult Hind and (4) education of the partially bund, 

-ation of the deaf-blind. 
ayer of education for the blind can be summarized as follows: a 

1. Physical. The development of a strong and healthful physique capal : 

of resisting disease and meeting the unusual strain inherent in 


dicap. ‘ L. 
2. Duca A thorough elementary and high school education equiva 


lent to that afforded seeing children. EDAM. 
3. Vocational. Vocational instruction adapted to each pupil's ability wi 


jew to enabling him to become self-supporting. 

4. Social. Socialization of each pupil to enable him to become an accep! 

able and contented member of the Pome 

i hanging o 

ders of the blind are awake to the char u 

in ee Shod system and alive to the noc g adapting the c 
to changing conditions and specialized needs. +°” 
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With a majority of this retarded group the physical, social, and emotional 
problems of adolescence loom so large that it is dificult to do acceptable edu 
cational work on a purely academic basis without taking these larger human 
needs into account. Itis a situation which violates the psychological princ iple 
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Home teaching is the method used for reaching these persons. About 8000 
blind persons in the United States are taught by home teachers, and there 
is an average of one teacher to every 100 persons taught. These teachers give 
one or two lessons per person per month on the average,41 

The home teaching of the blind includes two major activities: (1) teaching 
them to read raised print, or braille, or to use talking books, although even 
with all the home teaching, only about 30 per cent of the blind can read any 
type of raised print; (2) teaching them some sort of occupational therapy in 
the home; (3) keeping the blind person in contact with other services and 
community activities. 

The large majority of pupils are women. The average age is about 50 years, 
Home economics, handwork, needlework, knitting, and weaving are therefore 
the chief occupations taught by the home teacher. Home teaching is a form 
of social case work. It includes investigation, diagnosis, record keeping and 
follow-up, as well as also supervision of the medical aspects of the case,142-148 

The agencies for home teaching in the United States include private asso- 
ciations, state agencies, state boards of education, schools for the blind, and 
libraries for the blind. 


Education of the Partially-Blind.1*9-152 The problem of where children 
who are going blind should be educated is a vital one. Should such children 
be educated as sighted persons while their sight renders it possible, or should 
they be educated by methods suitable for the blind as soon as it is known that 
they are likely to lose their sight within a few years? : 

There is no doubt about the answer to this question. All these children 
should be taught in a special class where, under proper individual treatment, 
they are able to get the education which is the best calculated to fit their special 
needs in future life. à 3 

These children are much more handicapped than the blind and are min 
less well equipped educationally, psychologically, and socially for the sigh! 
world than are totally blind pupils. 

Education of the Deaf-Blind. As to the actual number of dest hie re 
we can only roughly estimate. It is estimated there are about 197 ue the 
children and 2,800 adults in this country. Education of the deaf-blin ae 
United States has up to this time been carried on admirably she s s 
for the deaf and for the blind, but under restrictions. of limite 7 má 
and space as well as of availability of trained teachers. It is felt € that d 
schools will turn their pupils over to such institutions as are specially equipP 
for the purpose of training the deaf-blind.1597159 

Dr. Samuel Gridley Howe and Ann Sullivan Macy, peer 
of education, planted seeds for some very excellent work P^ mc f 
carried on for many years at Perkins Institute for the Blind in 


itute for 
Massachusetts. Later a department was opened at the New York Insti | 


i a 
the Education of the Blind, the California School for the Blind, and the Jow: 


l for the Deaf. k wu. 
ire ai instances this group is designated as the terse nk 
the opinion that deafness is the major handicap. But esie ER 
the term 'deaf-blind', to include the entire class regardless o! 


pioneers in this field 


i ictjon. 157-190 
precedence of onset of either affliction. 
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From the educational standpoint, i ack sufficient 
hearing and vision to progress along with individuals of their own ability 
in classes for the deaf or the blind require the facilities of a school or class for 


the deaf-blind. A scientific classification based on the 
and blindness combines to give us four classes which include all degrees of 


deaf-blindness. 

For the purpose of forming a workable classification of the deaf-blind, the 
deaf may be divided into two groups: (1) those who cannot distinguish any 
sound, no matter how great the intensity (comparable to the deaf); and 
(2) those who can understand speech when it is loud, or with the aid of some 
instrument (comparable to the hard-of-hearing). 

The blind are differentiated in like manner: (1) those who cannot distin- 
guish the outline of objects even when brightly illuminated are said to be 
blind, even though they can tell the difference between light and darkness 
and Seek who can distinguish the outline of objects, even though dimly, 
ia iila E eye defects, these being classed as having 'poor vision" or 

Thus the combination of the two handi ivi 
(1) totally deaf and blind; (2) totally peren sc pr 
hearing and totally blind; (4) hard-of-heari: i aee —— 8 

The causes and onset are likewise signifi ds "fis wA asc ME 
point. We see a logical division into de cant from the educational stand 
either or both infirmities, which agai SOGNup [n supece to the omet of 
vascos Indrzidust: ; which again accounts for the consideration of each 

The five onset grou 

ps are: (1 i : 
and heating in infancy. or ob ages deaf-blindness; (2) loss of sight 
clie tn ; (3) deaf peopl g 
cir sight; (4) blind people who subse people who subsequently lose 
adults who are bereft of sight and hi quently lose their hearing; (5) normal 

The successes and failures of ee through accident or illness. J 
prove that there is no gold educators in the field of the de 
E eruca derstanding. The desf Treppe 
ddividuil with his own temperament, his own likes and dislikes, indepen. 

* ; likes, inde 
hbe monk Dm most other deaf-blind, yet with Iskes, indepen 
who have been bore uem ey oe With the rally det ind 
restore contacts, away, the problem i y deal-blind 
physical eg recreate a desire for doin e is to reduce isolation, 

may not lead 8, so that the : 
to mental stagnation and Stagnation of 
nd eventually to menta] 


y. 
The whole world knows the accom 


Progress and attainm plishments of 

those who are totall Eid have resulted in bred Pei, Keller, whose 

à greater part of i blind, an individual attention.?67-169 p 
the growing education companionshi or 


for normal growth and devel ional process. Howey 
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adjustment, adjustment t ionshi i t 
dese ke 5 pomeni tp; the state, and relationships and attitudes. t 

Personal eccentricities and emotional complexes are not confined 
blind, but in this area they are more noticeable and more of a hindran 
handicap. The social adjustment of the blind requires special 
Sighted people gain social habits through imitation; the blind n 
instruction in everyday social adjustment. Then, too, blindness j 
inhibitions on certain basic instinct, such as the will to power, the 
independence, the sex instinct, the instinct of leadership ahd T 
Sublimations must be found for these repressed powers, or abnormal attitu 
are likely to result. Help in making family adjustments are often needec 
blind children if they are to become welcome members of the h 
hold.186-184 


RECREATION PROBLEMS 


Recreation is one of the best means of correcting the isolation and st 
tion of the blind. Constant attempts are being made to socialize 
especially children. The tendency of these exceptional individuals 
isolation, either alone in the home or with groups of other blind p 
aim in corrective fields should be to provide social contacts with sigl 
persons in all kinds of normal recreation, athletics, etc. Music and dram: 
are two of the most valuable subjects for meeting the social needs o 
blind. Among the physical activities desirable for the blind are 
bowling, horseshoe throwing, swimming, rowing, social dancing, and 
recreation routine of summer camps. The blind enjoy playing bridge 
braille cards. The recreational programs of the Boy Scouts an 
Scouts have been successfully carried on by the blind.152-19? 

The blind person who is homebound, not able to get anywhere exe 

uided by a member of the family, and who cannot read braille, may 
by the social worker or home teacher who will give him braille le sons. 
may also join a blind or sighted group for recreational activities, get a 
book from the state commission, and learn arts and crafts to ca 
home.190-192 

In work with the blind many administrative problems arise becau 
numerous agencies attempting to serve the field of the blind. These 
may be classified as public or private, local or national. The na 
voluntary agencies working for the blind requires 133 pages | 
Directory of Activities for the Blind in the United States an 3 
State and local agencies for the blind now exist in 53 states an 
There are over 400 agencies, committees, and organized services sery 
and over 50 purporting to serve this 
ncies for not more than 350,000 blind: 
in the U.S. seem a completely adequate number, if not b 

Because of the overlapping of effort and E o ki 
impossible to classify clearly these organizations MEE e Me prs 
rendered. Many of them undertake numerous types © service, sa 


tional, in 
lems arise all along 
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or official agencies. The waste of effort 


in T coordination and du lication ol ices must be at least 
and 


iti i isted f so long in this field. - 
one result of such a condition which bas. cin NE Eum gin 


y gone the blind, so that problems of ensuring 


I M ith 
ee p m E vocational rehabilitation board, the 


i blic health department, and the state depart- 
M ee diae. responsibility for various aspects of the work, 
rapet sia to the state commission for the blind, the problem is not only one 
of overlapping of functions but also of securing effectively coordinated wikis 
Some workers for the blind feel that this division of the responsibility 
cannot meet the special needs of the blind, for these needs are of such a 
distinctive nature that they require workers with technical training and 
long experience in this special field. Any proposed reorganization must not 
out of a program based on a philosophy of mere relief doles, however 
An adequate program must encompass the entire program of personal 

and social rehabilitation of the blind. 


whether by local or national, voluntary 
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Problems of research and experimentation are of paramount importance in 
the education and social adjustment of the blind. Research problems may be 
ey in four general, though not exclusive, classifications: (1) the 
por logy of blindness and related personality problems; (2) problems re 

ting to the general social conditions and social adjustment of the blind. 
(3) scientific research; (4) educational service studies. 


is basic to the whole program 
ess is often accompanied by 
tood, demand scientific analy 


T preiolon of learning, home teachin 


Social al social, a insa 
incl Research. Under the broad classification S l ae woestional 
blind Problems that have to do with the e social research we may 
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data by state commissi 
reseaich problems 204-106 One a ii begun the attack on these 

Scientific Research. At this point it ‘nai "m 
tion between strictly scientific ndi erba s M 
to help solve the practical day-to-day problems of the teacher and the dod 

Strictly, scientific research undertakes to test the fundamental theori i 
and basic assumptions underlying educational processes. It seeks to eseb 
universal principles. Hence, scientific studies of this characte; rund 
involve large numbers of individuals, long intervals of time. dnd 9 4 
graphic distribution of data, in the effort to eliminate variable Factors 20" l 
In order to measure the actual effects of various factors in the learning proces 
exact and reliable instruments of measurement are essential. The cooperation 
of many schools and classes for the blind over a period of years is essential 
in order that reliable data for scientific work may be obtained. We are still 
in an infant stage in this area.2°8 
. Educational Service Studies. By far the larger portion of research projects 
in education for the blind may be described as service studies. The service 
study is scientific in method, but it differs from strictly objective scientific 
research in degree and extent. The service study starts with certain assump- 
tions and does not aim to establish universal laws. The problems which the 
service study attempts to solve are limited to a particular school, a particular 
teacher, or a particular classroom. The investigation is limited to the collection 
of data regarding a particular problem. The procedure is more systematic 
than ordinary thinking, but less systematic and exact than strictly scientific 
research. 

The service study, for example, may be concerned with whether a certain 
textbook is too difficult for a particular class, or it may determine the difficulty 
of assignments or vocabulary; it may select motivating devices, or adapt ma- 
terials to individual differences. The service study may also be far more 
extensive; as, for example, when it undertakes the determination of objectives 
for an entire course of study, applications of standard educational tests, devel- 
opment of project units for special classes, study of pupil groupings, or the 
construction of curricula which will be adapted to a given community an 
to the special needs of a certain group of pupils.209-212 à 

The many kinds of research conducted in this field may be summarized 
under the following headings: (1) mental testing; (2) educational achieve- 
ment testing; (3) psychology of the blind; (4) methods of teaching; (5) cur- 
riculum studies; (6) vocational guidance; (7) problems of the partially- 
sighted; (8) physiotherapy; (9) speech correction; (10) technological de- 
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roblems include educational and social adjustments as well as 
vocational choices. Educational guidance involves not only counseling in 


j icati diag- 
i biects and courses of study, but also the application of 
denar og hods to each child's special educational problems. 


Guidance p. 


nostic and remedial met! ‘ p 
For example, many remedial-reading devices have been developed in recent 


years which can 


be applied with profit to retarded braille readers. 


i also a special responsibility for social 
m 5 e blind Phila’ most serious problems, 


Pa yet few schools give it more than incidental, not to say accidental, con 


i ill i direct instruction 
sideration. An adequate program of guidance will include di s 
in and Wm and doner ee of behavior problems, social relationships, 


3 
social etiquette, communication tec 


Schools and cl 
idance. Social adjustment is one 


hniques and job finding techniques.” ^ 


PLACEMENT PROBLEMS 
t years in extending 


A great. deal of progress has been made in recen 
empl t services for the blind.??* 

ployment 

Problems in the development of this work are the limited vocational 
opportunities open to the blind, the uncertainty as to vocational trends, and 
the lag between the training of the blind in school and the work of the place 
ment agencies.?25-228 

The chief problem of school training is that of occupational change and 
the inflexibility of training programs. The schools can give prevocational 
experience in a few broad fields—such as professional, commercial, manual, 
ne ete.—and training in the basic skills common to the area chosen 
by he student for specialization. Specialized training of the individual on the 
job a the arid the rehabilitation agency. 

to guidance courses, units in educational guidance "-VOC 
courses, and orientation are needed especially i iy o ape qua 
hel. Having these pecially 2g t e elementary, junior and 
a SChool. courses in the earlier years should ! 

some motivation to school : Mew 
uy work and thus help overcome characteristic indif 

Today several new factors enter the picture: 


1. Th i 

ao eeu changes and of uncertainty as to occupa 
: bln e significance of such changes as they affect 

e problem of specialization. Wh 
$ at a i 

3 B oot ir picis for the tind? oe 
(P occupational analysis. W t 

iun 0 ysis. What are the ible use: 
^ i En n. ete of ee aoe ee. phe -aa 

; : ar 
send STER g at are the chief factors to be considered in 
» Problems of vocational training. What methods of 
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a B 
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schools? ; 

"m. MN en : n by the 
ind i € emplo 

blind is a complex and Hugs Hacen, and vocational guidance of 


* age factor also compli 
the blind are over the E the employment problem Practically all 
Š actically a 


sixty years oyable age oj 
e E vem years, but two-thirds are ove 
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ipe rhe contact jobs are difficult ones in which to place the phy 
icapped because the public does not react favorably to deformi 
or to diseased eyes. While this presents a problem, it is an we h 
a prre in many instances, às witness the growing number of 
» agents, canvassers, insurance agents, teachers, and lawyers 
the blind. To overcome these social prejudices, courses in psycholo 
sociology, presented in a practical and popular fashion, should be | 
larger place in our schools and classes,235-237 t 
There is need, too, for further study of trends in those occupations 
are regarded as most suitable for the blind. Can occupations to whid 
blind are particularly adapted be safeguarded by special legal provisig 
extended by some type of cooperative organization? The decline in 
tuning, for example, may be due to a fundamental falling off ín d 
though the National Piano Merchants’ Association contends that this eo 
can absorb thirty million more pianos. Broom making and newsstand kee 
could be ensured to the blind by government edict. Weaving, dictapl 
radio mechanics, and poultry raising are examples of occupations which 
be extended by means of some form of cooperative organization, 4-998 
These present the difficulties and problems faced by the blind in pa 
ing for, entering upon, and succeeding in professional writing, osted 
insurance underwriting, and stand concessions.*4***2 Another a 
designed to open new lines of work for the blind, reveals the jobs 
theoretically suitable for them.243-249 
Schools and classes for the blind should include in their training: Cl 
tional counseling; (2) classes in vocational guidance; (3) classes in econ 
citizenship, to include special study of the social and vocational 
the blind as a group; (4) prevocational experience in a few broad 
as professional, commercial, manual, musical, and training in the b 
common to the general area chosen by the student for specialization; (8) 
uate courses and equipment for training in all occupations open to 
(6) creation through laboratory experiments of new vocational pos 
The placement agencies should cooperate with the schools in securing 
out periods of a few weeks or months in which tbe student could get) 
experience on the job. Preferably this should take place before the cl 
the school period. In order to ensure the success of these appre ice 
the schools may have to assume responsibility for their supervision, 1 
specialized training of the individual on the job is the duty of the rel 
tion agency. In training for specialized jobs the schools will go as] 
definite information from the agencies warrants, 251-359 * 


Tue Briupgp War VETERAN 


Much has been written concerning the individual bide TT 


:uries received as a result of enemy action in times of war. 
meat of what we know in history as the modern pected pennae d 
as the result of wars were usually found to be complete - 
and economic power of nations. However, in ancient mes 
France, attention was given to the veteran at least in t : n 
allotments. In the history of our own nation, pensions for veterans € 
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injured soldiers and sailors and 


disabilities been n aen 
E sie 1 Er udo: oni m. E us iah 
he for the disa 
E during the past half century 
y during 


f increased bene- 
ible for the movement o 
a large part responsible for the m 
F4 the diabled veteran, particularly the blind RUE cl tk! were 
- for the blinded veterans ied aded veteran 294-359 As the 
reasonably well for the needs of the bli II developed, 
ire E jures BE owed Word di m and social 
concept of rehabilitating the blinded veterans for pro E (Ue ches 
— By 1930, with the establishment o Fon 
pend t of Public Law No. 
m and E congr d nirai ehia as we now know 
litation of blinded war v 
in 1946, the modern rehabi! 
ooo. in the arm coast guard, air corps 
numbers of bli y, navy, 1 
Tw del ep ae ack t difficult to secure with any 
mda One (ica Administration maintains a record 
the total E of blinded veterans gd pensions. E (dores 
important to indica! these estimates show that approxim i 
emnt of E p of si binded were blinded as > Bn d enemy action, 
20 per cent by accident, and the balance by disease. i 
minal 2 percen came with such suddenness upon men who D. 
in pred health and with all their faculties was not only a physical shock, 
bets tremendous psychological shock as well. The tremendous impact upon 
the lives of young men of the handicap of blindness affected their status not 
vela soldiers but also in relationship with their homes and their communi- 
ties, mot for a short time, but for the remainder of their lives. The reactions 
tf the newly blinded, as a result of war injuries, range from complete depres- 


f 
: 
- 


of restoration of sight. 

tociety came to the aid of the newly blinded veteran. The 
program at Valley Forge General Hospital, Phoenixville, 
General Hospital, Menlo Park, Calif., and Avon Old Farms 
Hospital, Conn., brought modern rehabilita 
reality. The Navy likewise develo 
Philadelphia Navy Hospital and the 
the Blind. 


the close of World W. 


fal 


tion and adjustment 
ped a program for the navy 
New York Institute for the 
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ff 


ar II, the Veterans Administration con- 
tinued the service Program of rehabilitation and readjustment established by 
the Various branches of he service, Throughout all of these programs empha- 
s wan placed upon the mental and physi 


wih an we to direct the newly blinded veteran t 


vocational trainin 
and placement training on the job, wer, Il E 
V Program to the blinded Veteran 25i 2e) ES UNA the 
Ps p faa nitration in oe years established a blind Rehabilita- 
Hines, » and continues its rehabilitation Program for 
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say veterans organizations have likewise continued their interest throu; 

ae epartments of rehabilitation in the problem of the blinded Mies 
tions to take care of the wat Blinded, and dung ds neis citing 
ie ake ar blinded, and though the problems of social and 
economic adjustment are difficult, the / can, with pati i 

j ati 

be overcome, and there is no reason ke the R ni yeu 
due time be properly reoriented in his community and find himself sociall 1 
psychologically and vocationally adjusted. ^ 
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MY CHILD IS BLIND 


LOIS T. HENDERSON 


Several Saturdays ago my son David, who is now twelve years old and 
congenitally blind, came noisily into the house after an absence of several 
hours. 

"I'm hungry,” he yelled, oblivious of the mud he was tracking across the 
kitchen floor. 

I fixed his lunch for him and then sat and talked to him while he ate. 

“Where have you been?” I asked. We had just recently moved to a new 
neighborhood, and it was rather unusual to have him gone for so long. But 
now that we lived next door to a boy, also named David, who seemed to 
ignore our David's blindness and evidently felt it hindered their friendship 
not at all, things were different. 

“Well,” Dave spoke around huge mouthfuls of sandwich. “We went up 
ri ai io enel in then we had an ice cream cone, and then we 

all field — 

"Down to Ewing's Field?" I interrupted. Ewing's Fiel ; 
the tracks, probably ten or twelve oA ome. sr et aes qq 
cei A E ta watched 'em play football for awhile, and then 

Again I i | E 
Car eiii played touch football?" I said, and I'm sure there 

"Well, I'm not very good at it,” hi i « x 
Eo h PA dd uc sed T But the kids held my 
and looked at stuff and then wen at tired’ we went to Michaels 


Ene t and got a coke and bought some chemicals 
He drank his milk wi i 
xim nk his milk with the air of a desert traveler who has just reached 
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lonely and depri : 
C prived all his life. But now I k: 
; like. new 3 
i: lad oe i wae of incident his life could args Now I knew what a 
ad to learn all this the hard way, by tri : 
tpe EE even understand, by eins wen fumbling toward 
that a child can live a normal, ha i nd learning from him 
; happy life even though he d 
I can rememeber vividl wi us hen o 
y the problems that faced 

t MET o cmi iur l ced us when he was a bab 

s oblems, it seemed th 2r 
how the problems slowly di s d med then, and I can remember 

‘ly dissolved over the years. Al h i 

ache, I suppose, where David $ . Always, there will be heart- 
: l se, vid is concerned, but over and above thi 
is the pride in his accomplishments : e PRACT heartache 
phe te RE hi ents, the great sense of achievement in observ- 

The education of a child begi i 
and this is particularl PS probably, with the go: of his birth, 
ciae I arly true with a child who is handicapped in any way. 

«d € 1e parents of handicapped children must educate themselves, ni 
Si their own adjustment to life, must learn to accept their child wisely and 
; There was a time—only once—when I was tempted to hide David from 
curious eyes, when I said he was sleeping rather than submit to the curious 
and pitying question, Why doesn’t he open his eyes?” There was the later 
and more frequent temptation when he was older to “show him off”, to display 
him as something a little special. 

The first temptation was overcome with the help of a wise and compassionate 
husband and with the assistance of a rather fierce pride that would not let 
me make this dreadful mistake. The second temptation has not been so easy 
to overcome, but we have tried and are trying to treat David just as any child 
should be treated — without undue credit for the things he does. 

After the parents are adjusted, and this is not an easy thing that takes place 
in a few minutes or hours as the result of advice from anyone else but some- 
thing that requires much time and sometimes much rebellion from certain 
parents, then they can begin to educate their child, to teach him all the things 
that must be learned. 

With a blind child, the situation is a little different from any other child. 
Educators believe that at least 87% of all that a child learns, he learns from 
visual stimuli, And so the large problem with the blind baby is how to make 
up for this great percentage of the learning process. If the baby has his hear- 
ing and his other senses, the parents soon learn that they must make use of 
these other senses to teach their child. / 

A blind child is not born with superior hearing or an extra sensitive sense 
of touch, but he learns to develop these senses with the help of those about 
him. It was obvious to us from the first that David had good hearing, a fact 
for which we were very grateful. And so we began to point out noises to 
him, even when he was too young to fully comprehend. We told him that 
water was running when he heard the rushing sound from the faucets. Lr 


told him the barking noise he heard was a dog, we pointed out the sounds 
trains, cars, trucks and airpla 


nes. I’m sure he learned to distinguish our voices 
and he was not two years old yet when he had learned the 


f Al's footsteps and mine. 
AE meio’ I remember when he , 


the kitchen talking 


at a very early age, 
difference between the soun 
Sometimes, his hearing has seemed almost uncanny. 


was about five, I was baking cookies one day and he sat in 


to me. 
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kie 
à ; opped a coo 
"Mummy," he said. "You just 
“Mummy, " 
he spoke up. 


did you 
; í ow 
the cookie sheet into an "peu etur had happened. “H l 
t was astonished, as it was exact y ed with seeing the cookie 
know?” I said. swered. I had been so completely unaware of any A 
Missis heus bler that I had been comp und pattern as recogn 
pin EI ; David — a so! 
flop into the empty d been obvious to Da E ues 
that it made. E PR of the falling cookie had d things. He was only 
able to him as the si f. hearing to tell him many, »- automobile from any 
. He uses this sense ol distinguish the sound o Rr ipti pk 
five zia Ee to tell from Anm ni Bis Geboue. 
other; he learn P ace of lawn : is hearing acuity 
room or a little Poe things e dd to help De n ie E we pais 
i P ‘or a : 

: si -Ea We sang to him, played ee rapis of a song to him = 
BED We would bun the Fe esas obs la watch 
lh i nur usce peer ly the first few 
ene terius songs when he pee 4 i 5 ai 
guess ed it D amuse him, but it proved excellent 
.— notes. "usi 
he send sense which we tried to nc da S s id Samir ah s 
touch. I understand that many blind babies e back Bones tactile 

their hands, but Dave was one of = "dn. ise food disgusted him, strange 
me oer dop aghen e had to almost force him to touch new 

z pum OR ia vith various objects. But gradually, he 

ee. ar thi ith curious, exploring fingers. Now it is 
learned how to “look at" things wit 5 cem cnl dass 
at i ff things, and we mus! i ^ 
stores, for E ETA tacks fuod or a precariously balanced pile of can 
s B od his hands as some blind children 
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caning or wood working which also require finger dexterity are a little boring 
to him and so he exerts no effort. 


think I was unaware, when David was tiny, how very important the 
senses of smell and taste are to a blind child. I can’t recall that I ever made 
any effort to develop these in him, and yet I find that he himself has learned 
10 use th 


AM lad many problems with David which many Parents of blind children 
! not have, For one thing, he did not talk until he was two and a half year, 

d. He didn't say one Single word, although he used all the vowel and 
sounds in his “jabbering”, and I made every effort to get him to 
ery object I put in his hands, Í begged him constant 
“Daddy” or “cookie”. He ignored my requests with 
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blandness and continued to be silent. Well, not silen 
great deal of noise but none of it constructive. 

He had a violent temper which made itself known by his biting his wrist 
and bellowing with rage. I felt that his temper came from the fact that he 
was frustrated, but I could not think his frustration resulted from his blind- 
ness, since he would be unaware of sight. However, since he was blind and 
would not talk, the combination made it impossible for him to point out or 
express his wants to me, and in his unhappiness he bit his wrist and | 
screamed. 

But one day and without warning, David said a word. We gave him a 
piece of apple and my mother coaxed him to say "apple". I had done the 
same thing a hundred times, but this time he cast aside his reticence and tried. | 

| 
| 


t exactly, as he made a 


"Ahpple," he said smugly, and great was the sound of our rejoicing thereof. 
As soon as he found he could say one word, he ventured into others, and 
before three months were up, he was talking clearly and fluently, and his 
wrist biting disappeared forever. He never had difficulty with the pronunci- 
ation of words and in a remarkably short time he had acquired an amazing 
vocabulary. As a matter of fact, he has rarely stopped talking since that day, 
except to sleep. 
Anoter difficulty we had with David was his slowness in walking. I have 
seen blind babies who venture forth alone by the time they are fifteen months 
old and fortunate indeed are the parents of such children. David had no 
desire to stand, no urge to move around, but was content to sit and play. W 
were advised to start forcing Dave to stand since his slowness was obvious 4 
lack of desire and not lack of ability. We took turns stiffening his knees » 
our hands while the other one held him under his arms. At first, n actual Y | 
resisted, but when we expressed over and over our great delight at his pies 
ing, he finally consented and began to stiffen his legs of his own fa s 
He did not actually stand well until he was almost eighteen T oo 
and it was another month or two before he began moving E " he e | 
and then it was only a sidewise ias eae PH agin behin d im bil 
get him to walk across the room, we held his a dere walking, We 
orward one foot at a time to give him the sensation o 
PA always, not to frighten him, not to take RS bi pub 
haps we were too careful with him, perhaps it only a ra » s | 
but no two children in this world can be treated alike ie de di hs | 
wav to a situation. Some children might have a he 2 pilo 
diffe ais but we felt that David was so fearfu that only he 
ae that nd harm would befall him could give him any 
ceuni: ‘ and there were many 
s He did not walk alone until he was poe gu pesi Looking back l 
ths of:worry anid aba ca gea d, could have realized that in 
Dan ish I could have been more relaxed, cou ne 
d seed ah Id level out and his early slowness would be un po 
time things wou for any parent to possess. 
uc mis x dicult sort T i with almost every problem 
ince Davi 
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ifhculty with his eating. In t 
known to blind children, he also gave us pas pun ee 


first place, he would not chew n e More Be 
chopped b: 


aby foods much longer than 


chewing, 
d mouth 
lar food. 


and down to simulate 


ed it u 
and moved it up hands on my chin an 


little chin in my fingers D 
chewed loudly Eki ear, I let him put his 
when I chewed, I did everything I could to make him accept regu = 
He would eat mashed potatoes, crisp bacon, cookies, apples and very finely 
cut chicken. But other than that, he demanded and got, I regret to say, the 
food until he was three and a half. 

things were changed 


gE 


And then one day, due to a death in the family, 
David's Aunt Lourene took care of him for several days and when I came 
home again, David was eating regular food. 

“How did you do it?” I asked, watching with awe as he chewed up meat 
loaf and carrots. 

Lourene looked a little embarrassed. “I got tough,” she admitted. 

Then she went on to tell how she had asked David what he wanted for 
dinner and he outlined an elaborate menu. She fixed it for him and when 
she started to help him eat it, he began to cry and asked for his familiar 


food. 
kanne M from the table and got a ping pong paddle which she 
"See this?" she said, handing it to him. 
n mute it and nodded. 
aid the paddle with a bang on the table. “All right,” id, “ 
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sciously absorbs knowledge day by day. But the blind child is completely 
oblivious to many, many things and unless his parents take the time to point 
out even the most familiar things, the child who does not see will be very 
limited in his conceptions. 

We showed David a doll house so that he might know a little of how the 
outside of our house was made, we gave him toy cars and trucks that were 
accurate models to acquaint him with the way they were made. When we 
got a new car, we let him touch the bumper, the wheels, the fenders, the 
top, the doors, but I doubt that he would have had a truly accurate picture 
of the car if we had not pointed out the same features in a toy car small 
enough for him to "see" the whole thing at once. 

From the time he was tiny, we showed him flowers, grass, sand, brick walks, 
snow, gravel, leaves, bark on trees, dirt, puddles and mud. His little hands 
were often grubby, but it was only in this way that he could learn anything 
about the world in which he lived. 

We took advantage of the great kindness and compassion of people to let 
him explore other things not found in our house or yard — the token boxes 
and leather seats in buses, the smooth glass meat counters in stores, the high 
stools in drugstores, the bins of nails in hardware stores, the presses in a news- 
paper office. We went one day to the Greater Pittsburgh Airport, and David 
stood and listened to the sound of the motors, the roar of the propellors. 

Gee,” he said and there was wistfulness in his voice, "gee, I wish I could 
see one plane. Just one plane." 

I saw a pilot going by and I caught at his sleeve. “Do you suppose,” I said 
hurriedly before my courage ebbed away, “my little boy as doesnt’ see at 


the wings — just to get some idea of the si y 
: ze of a plane. 
The pilot looked down at David, and there was warmth and kindness on his 


Dave's face became radiant, and we 
a : went across the fiel 
P pane They lifted Dave up so he could ees pues 
digan EE he could reach, and then he was led into the plane. The 
wed him the luggage racks, the odd ventilators, the round windows. 
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pointed out to him. It was another day when I was baking, and Dave was 
sitting with me in anticipation of a bowl to lick. 

I was reading the recipe aloud. "The whites of two eggs," I read and headed 
for the refrigerator. 

David's voice stopped me. "How can you get the whites separate from 
the yolks?" he asked. 

And a sudden thought hit me — that although Dave was nearly six, he 
had never seen a raw egg. He had handled a whole egg, he had eaten them 
scrambled, boiled and fried, but he had no idea at all what the inside of a raw 
egg looked like, whtle Mary Sue, his younger sister, had probably known 
from the time she sat in her high chair watching me crack and drop an egg 
into boiling water to be poached for her breakfast. 

I took an egg out of the refrigerator and called David over to the sink. 

"Cup your hands," I said, and I showed him how to hold his fingers and 
palms curved to hold the egg. Then I explained that the egg was really 
liquid before it was cooked, and that I'd put it into his hand so he could see 
it. 

I broke the egg and he exclaimed with awe as he felt it in his hands. I 
told him that the liquid slipping through his fingers was the white and I 
caught some of it in a cup so he could put his fingers in it later. Then I 
showed him the yolk and explained that it, too, was a liquid but was held 
in its shape by a tiny membrane sack, and I told him this was the part of the 

which would have turned into a little chicken if it had been fertilized 
and hatched. At last, I broke the membrane, and he felt the yolk running 
through his fingers into the sink. He touched it before it disappeared down 
the drain and he touched the whites which I had caught in the cup, and the 
difference in consistency was very plain to him. 

He washed his hands with a very satisfied look on his face. Now he knew 
what an egg looked like, and his general knowledge of life had been improved. 

It wasn't too long after this that our cat became obviously pregnant. I felt 
it would be a good opportunity to explain how a mother carries her babies 
in. her body until they are ready to be born. With a sighted child, this infor- 
mation rarely has to be presented bluntly. He notices that his kitty or his 
mother or a neighbor is getting "fat", and he asks his questions and receives 
the answers. But a blind child would be quite unaware of such changes. 
Since I wanted such information to come from me, I decided to volunteer the 
information to David. 

So we knelt together on the sunwarmed porch where Madame Puss was 
stretched out in indolence, and I put the small fingers on the swollen sides 
of the cat. ; 

"She's going to have babies," I explained. “And now they are inside her 
body where they are kept safe and warm until they are big enough and 
strong enough to be born." 

"Ahhh," David murmured, smoothing his hands over the warm fur. "Isn't 
that nice, Mummy?" He was silent a moment, and then he added, "Did 
you have me in you like that? Before I was born?" 

"Yes," I said. "Just like that." 

And he nodded his head, contented with the knowledge and a little more 
prepared for living. 
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A jhen David was small was 
Eee sos dincult eR p es i ee I know, who feel that 
Manor he was Sent bens to let the child go on ignorant of 
such an explanation is cruel, that it is I But I felt that we woul 
the fact that he is different from other chi ge ould. come when aan 
even more cruel, as I felt certain. thi the. ai wanted Darid tE 
child would cry the words, "You're blind!” an C 
what the words meant. ad ong time, and ERE 
But the opportunity did Cm ck dd = esi the house at night. 
night when David was a little past four, we cim i sounds of Mey GERE 
It was early spring and there were the scents and sc , 
i ith stars. * 
A p m Mary Sue ed I turned up her small face to the sky. 
4 " I said. “Look at the stars. E $ b 
E ne hands. "I want to see them too," he said eagerly. “I 
see the stars, Mummy." 
dr the sharpness of sudden pain in me, and I thought ior one 
that I could not bear it. But I knew that here was the opportu a =s 
seeking. So I put Mary Sue in Al’s arms, and I sat on the porch steps, pulling 
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2$ e I said and my heart was secking for the words yh E 
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some things, Davey, are too far away to see with your fingers — ever. Li e 
the stars. Those things we'll have to tell you about. Do you understand? 
He nodded his head against my shoulder. He was only four, he had never 
€ven seen light, so how could he miss color and brightness or even the cool 
glitter of stars when his fingers knew Shape and texture and substance? 
"That's all right," he said, and it was as though he were comforting me. 
Now that he is twleve, David is very much aware of seeing, and there are 
times, I'm certain, when he wishes, for the sake of convenience if nothing 
else, that he could see, CLike the times he wants to do chemical experiments 
but is not allowed unless his father or his friend, David Tower, are with him.) 
But he is not, even now, unhappy about his blindness, It is part of his life, 


But for all our love, all our Planning, all our seeking to do the right thing, 


ay on the road to 
€ knew, always, that when he was old 


school equipped 
were like him, 
sary skills that every blind person must 


en he was five, we registered him in the Western Pennsylvania School 
for Blind Children, and we have always been glad that Such was our decision. 
David Js now a well educated little boy, happy and quite well adapted to life, 
mdi Blve much of the credit to a school which gives him all the things he 
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hope it was enough. We do not feel, now, that he is cruelly deprived; we 

do believe that he has a handicap to overcome, but we feel his life can be a 

beautiful one — filled with a richness and a loveliness that all children 

deserve. Perhaps this sonnet I wrote some years ago expresses best the way 

us eg the way all parents of a blind child feel as they help him find the 
t in life. 


To A Btm Son* 


Because I cannot tilt your head and say, 
“See, those are stars and that a moon, 
And this is twilight when a dying day 
Slides gray and silent like a fading tune 
From memory. And there, across the sky, 
In wide gay arching is a rainbow. See 
How gold it is, how lavender, how shy 
Its colors are. Look, my son, with me . . ." 
Since this I cannot do, I take your hand 
And teach it how to touch a leaf or stem 
And how distinguish snow or grass or sand 
And tell you, as I can, of all of them. 
And, somehow, you and I will Jearn how much 
Of beauty -like-the-stars there is to touch. 


?Printed first in The Outlook for the Blind. 
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THE PRESCHOOL CHILD WHO IS VISUALLY 
HANDICAPPED 


MARTHA TABER 


Since the latter part of the 18th century the educational needs of the young 
child who is visually handicapped have been recognized. From the beginning 
of the 20th century to the present, educators, social workers, doctors, parents 


Because of his visual handicap, the young blind child is li 
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necessary for him to learn to use his other senses in place of vision. In 
attempts to compensate for his handicap, parents tend to over protect him 
and thus do not provide opportunities for him to learn about his world by 
actively participating in caring for his own needs. 

To develop the tactual sense, the visually handicapped child must have 
direct contact with whatever is to be ‘observed’. Touching and feeling of 
everything which is possible and reasonable constitutes most of the day's activi- 
ties of the blind youngster. The sighted baby, as Dr. Gesell so aptly states, 
"takes hold of the physical world with his eyes long before he takes hold of 
it with his hand." By means of tactual sense and through hand-mind coordina- 
tion, the visually handicapped child gradually acquires intimate information 
concerning his surroundings. 

Stimulation of the auditory sense begins when the child is still an infant. 
His mother's voice conveys love and affection and, as he grows older, approval 
and disapproval. Even the visually handicapped young child becomes curi- 
ous about the movements and noises in the house and outdoors. As he begins 
to toddle about, instead of sitting passively in his playpen and listening to 
the radio or phonograph, he should be encouraged and allowed to follow his 
mother as she moves from room to room, engaged in the usual household 
activities. Gradually he discovers the placement of various articles of furni- 
ture, their use, the location and size of the rooms. Through touching, hearing, 
smelling and even tasting, his surroundings become familiar and take on mean- 
ing. 

There is a wealth of material in every home, enough to give the preschool 
child who is visually handicapped valuable and worthwhile experiences about 
which he needs to learn before entering a nursery school or kindergarten. 
Certain noises which he hears in the house and outdoors may at first frighten 
him, but reassurances and verbal explanations by his mother help him to 
understand that the ticking of the clock, the discordant sound of the vacuum 
cleaner, and the backfire of the automobile outside are everyday occurrences. 
'The kitchen can be a fascinating place. Here he has opportunities to feel, 
smell, and taste various vegetables, fruits, and other foods which mother 
prepares for the family meals. Unless these experiences are made available 
to him, he may well think of a potato or any other food as something he gets 
from a plate by means of a spoon. He should go shopping with his mother or 
father and be included in the social activities of the family group according 
to his age and abilities. 

Outdoor activities should include opportunities to touch and feel the bark 
and leaves of the trees, to smell flowers, grass, and upturned earth. If outdoor 
space is not available for planting seeds and bulbs, such experiences are pos- 
sible in the house, where a bulb can be placed in a bowl and a few seeds in a 
Bowerpot. Even though the bulb or seeds may not reach maturity, the young 
child needs to feel of the roots as they begin to develop, and the sprouting 
leaves. 

It is, of course, not possible for the blind child to experience through the 
tactual sense, the stars, clouds, moving airplanes, to comprehend the vastness 
the ocean, tall buildings; to touch the steaming contents of 
he burning leaves of the autumn bonfire. How- 
pensates for his inability to touch and feel such 


of mountains, 
utensils on a hot stove or t 
ever, his auditory sense com] 
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spatial objects. The importance of naming each. object — and givi 
short and clear explanations in every new experience cannot be em 

too much. However, the young blind child should not be exposed to too 
many new experiences at one time. Unless he is given sufficient time to 
understand each new experience, he may show signs of considerable strain, 


anxiety and confusion. 

During early childhood, habits formerly called ‘blindisms', but more re- 
centy recognized as ‘mannerisms’, may become so well established that the 
blind child has great difficulty in overcoming them. These mannerisms are 
manifested in such movements as body turning, waving of arms, moving 
head from side to side, gouging, and rubbing the eyes. The best preventive is 
to provide suitable toys and play materials to keep the youngster's hands 
busy and opportunities for him to participate in physical and social activities. 

Tests for measuring the intelligence and estimating the social maturity of 
the young blind child are more or less in the experimental stage, and there is 
still considerable research and study involved in standardizing such tests. 
About 1930 Dr. Samuel P. Hayes adapted the Stanford-Binet Tests for measur- 
ing the mental development of the preschool blind child. Later he offered the 
Interim Hayes-Binet Tests for the Blind for general use. About this time 
Dr. Kathryn E. Maxfield and Harriet A. Fjeld made an adaptation of the 


Hayes' Paper presented at the National Conference on the Blind Preschool 
Child in 1947, as well as some constructive criticisms by Anna S. Elonen at the 
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Services for the visually handicapped child and his parents have gradually 
expanded and improved, but the increase in the numbers of young children 
blind from retrolental fibroplasia, a disease occurring in babies born pre- 
maturely, has enhanced ‘an awareness on the part of educators, teachers, par- 
ents and workers, of the acute need for additional and better services. Social 
workers, preschool educators, teachers, psychologists, ophthalmologists, and 
others in the areas of child development and parent education are working 
together to plan constructive programs and to direct research and study in this 
visually handicap field. 

Available to parents are such services as home visits by trained workers, 
parent-group meetings, parent-teacher meetings, summer institutes for mother 
and child, visits to braille and sight-saving classes in schools for the blind 
and in public schools. All these afford an opportunity to observe visually handi- 
capped children of various ages attending well organized classes and partici- 
pating in social activities. 

For the young child who is visually handicapped there are additional serv- 
ices available to parents, such as individual play sessions, training schools for 
blind mentally retarded children, and residential diagnostic and treatment 
centers. The next decade will witness a rapid and greatly enriched service 
program for the preschool blind child. 
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As you pass the campus of a school for the blind you might pause for a 
while to watch the children at play. Some are walking arm in arm chattin 


ing a little difference of opinion, are trying to solve it by force. All of this 
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blind provides services for parents of blind preschool children. Visiting pre- 
school workers have helped hundreds of parents and their blind children. 
In view of the growing number of young blind children this service assumes 
increased importance. An eye defect (retrolental fibroplasia) connected with 
extreme premature birth has, since 1942, become the greatest single cause of 
blindness among children ever known. At present, almost 75% of the blind 
preschool children are affected by this cause. 


Second, it is obvious that the lack of sight necessitates certain adaptations 
in equipment and skills so far as methods of educating blind children are 
concerned. This is particularly true in the so-called tool subjects. Some 
standard procedures in this area are: braille reading and writing, the latter 
with stylus and slate or with a mechanical braillewriter; typing from the 
fourth or fifth grade on, the use of the Talking Book (long-playing records on 
which stories are read) as a supplementary reading medium to compensate 
somewhat for the slowness of braille reading; mental number work and use of 
an arithmetic slate as well as of braille for computations; raised diagram draw- 
ings and use of solid, plane, and wire forms in geometry; maps either embossed 
or in relief for the teaching of geography. In the study of the sciences, demon- 
strations must appeal to the senses of touch, hearing, or smell if they are to be 
meaningful to the blind student. 

Music is the activity most widely associated with blindness, although the 
common belief that blind children are more musical than others is in no way 
true. The learning of all instrument-playing takes much greater effort on the 
part of the blind student since he must read the braille score with his fingers 
and thus cannot use them in playing his instrument. Therefore, he must rely 
upon his memory for practicing as well as in performing. The music depart- 
ment has sound-proof practice rooms, all kinds of instruments, numerous 
pianos, a pipe organ and a modern high fidelity phonograph-recording system. 
Music is perhaps the most important activity of the blind even if its vocational 
application should be encouraged only for those with exceptional talent. 


The special value of modeling as a creative activity and of drawing and 
painting for those children with sufficient visual residue is also recognized. 
Handicrafts have made their place in the education of the blind and the school 
has a hobby shop in which various skills such as woodworking, weaving, 
basketry, and leather work are taught. Home-making for girls, and cooking 
for both boys and girls, are a part of the curriculum. In addition to this prevo- 
cational training, blind students must also learn ‘about actual working condi- 
tions and be prepared for the real demands of a job. Courses in practical liv- 
ing, in vocational information, and in foot travel and orientation are offered. 
The school also has a vending stand in operation where students sell all kinds 
of candy to their fellow students and learn how to buy, to sell, and to develop 
working morale in a real job situation. The stand limits itself intentionally 
only to a variety of candies because it is desirable that the children learn to 
go out and purchase their other needs in local stores. 

Physical education and recreation play an important role in the school’s 
program. Calisthenics, gymnastics, tumbling, wrestling, skating, folk danc- 
ing, track and field sports and swimming are some of the activities which blind 
children can enjoy with only slight adaptations. Hiking and camping offer 
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in order to gain an actual 
Such concreteness in teaching helps the pupils to experience the world in 
which they live and to feel a part of it. Therefore, the children frequently go 
out for study excursions and visit museums and zoos where they are given 
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Dances, parties of all kinds, outings, going to concerts, movies, and plays are 
frequently arranged occasions. 

The school admits children when they are able to take part in the kinder- 
garten or first grade activities. From then on the children progress grade by 
grade approximately as they would if they attended public schools with the 
modification and supplementations mentioned before. An increasing number 
of residential schools have either all or some of their senior high school students 
attend regular local high schools where they work and compete with their 
seeing fellow students. They are still assisted by the school which provides 
guidance, tutoring, and reader-service in order to make this first true experi- 
ence of integration a successful one. Many high school graduates continue 
their studies at colleges and universities. Since practically all their studies 
must be done by having the texts read to them, the State assists blind college 
students by paying readers’ fees. 

Blind adolescents are greatly concerned with their vocational and profes- 
sional outlook and want to find out along which line their own interests and 
aptitudes could be developed with best chances for success. The school offers 
only prevocational training but a field worker on the staff gives individual 
vocational guidance to the pupils and serves as the connecting link between 
the school and the vocational rehabilitation services. He also assists students 
who leave the school before graduation in finding local employment or in 
making themselves as useful as possible as members of their families. 

If you are one of the many who believe that blind children are unhappy 
and helpless, this report about their activities may have made you question 
this idea. Actually, blind children if left to themselves do not show any 
yearning for sight, or sadness that they are unable to see. However, people 
around them may influence them adversely by their own reactions to blind- 
ness. They may not only give them the feeling that they are missing some- 
thing but also overprotect them to an extent which may result in inactivity and 
apparent helplessness. When children enter the school it is often the first and 
most difficult task to help them regain self-confidence and give them the 
feeling that they are accepted and liked. At the school for the blind specially 
trained teachers know how important it is to find individually for each child 
tasks which will challenge his abilities. They also know that they must give 
him just enough assistance so that he will not become discouraged in his pur- 
suit. Thus he learns in a stimulating and challenging environment what he 
can do and develops a feeling of security which will enable him to lead an 
active and contributing life later on. 

As among seeing children there are also some slow-learning children among 
the blind. For them a special opportunity class is conducted stressing practical 
knowledge, experience and work rather than academic studies. Individualized 
remedial instruction is provided for children who either enter school at an 
advanced age or need special help, particularly in such skills as braille reading 
and writing. 

The children’s living quarters are suited in every way for the purpose of 
giving boys and girls pleasant and homelike surroundings. They include liv- 
ing, lounging and recreation rooms, bedrooms or small dormitories, dining 
rooms and all other facilities necessary for a residential school. The young 
boys and girls are housed in a building especially for their care and welfare. 
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The older girls and boys have separate residence halls where they are grouped 
according 5 ages. The school building has classrooms, special facilities for 
music, including insulated practice rooms, and a typing room, a library, an 
auditorium and administration and business offices. ell-equi, play- 
grounds and a large playfield provide opportunities for physical exercise 
and recreation. The combination of thorough school work an: happy living 


All costs of operating the school are met by the state and the school is under 
the administration of the State Department of Education as an integral part 
of the public school system of the state. 

If you are interested in receiving more detailed information about the edu- 
cation of blind children and the services provided by the School for the Blind, 
please write to the superintendent of your state school. Better still, plan to 


THE EDUCATION OF THE UNGRADED BLIND 
CHILD 


PAUL C. MITCHELL 


The ungraded blind child is one who, for one reason or another, cannot 
maintain the minimum achievement required to remdin in a grade where he 
might be expected to participate. Since, in addition to his handicap of blind- 
ness, this lack of ability is an obstacle to his success, he is multiply handi- 
capped. It is impossible to define accurately the ability of an ungraded child 
who may be held to be borderline, backward, a slow learner or even mentally 
handicapped. However, for the purpose of discourse, the following general 
ideas may be considered. Aside from the mentally handicapped, an ungraded 
child may be so because of any number of conditions, most of which some 
treatment or professional attention may correct. Some examples of these con- 
ditions, existing separately or in combination, may be listed as follows: 
(1) poor physical health; (2) emotional disturbances; (3) lack of proper 
preschool or home training; (4) poor tactile ability (physiologically) in learn- 


ing to read Braille. 
'The mentally handicapped may be grouped as follows: 


l. Mentally backward? (15 to 18 per cent of the school population): 


possibly with intelligence quotients between 75 and 89. 


2. Mentally retarded: possibly with intelligence quotients ranging from 


50 to 75. 


3. Feeble-minded: possibly with intelligence quotients less than 50, in- 
capable of gaining control over words and numbers, and requiring care 
and supervision for their own protection or for the protection of others. 


Schools and classes for the blind possess the necessary know-how and are 
child who is ungraded for 


reasons of health, emotional disturbances, lack of fundamental pre-school or 
social workers, psy- 
rologists, and trained educators, together with available physi- 
fic remedial steps in an effort to get each of 


equipped to follow corrective measures for the 


home training, and similar causes. Resident nurses, 
chologists, neu 
cians, are able to apply scienti 
these pupils into the most productive program. 
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While the mentally backward cannot cope successfully with the average 
school curriculum, they can gain fair control of words and numbers. Unfor- 


tunately, in some school systems these children are carried in the regular 


classes with no provision made for them. i 
y retarded is a far more difficult problem, 


The education of the mentall 
and represents the last frontier of all education. If the blind person of normal 


intelligence has a difficult time in securing for himself an accepted 

in modern society, the mentally handicapped blind finds it difficult at every 

step. Public conceptions of the blind do not help when all blind persons are | 
classified? either as ‘beggars’ or occasionally as ‘geniuses’. The sighted world, | 
confusing lack of vision with lack of wisdom, feel that the blind are j 1 
in understanding. Actually some compensating conditions aid the mentally i 
retarded. Blind persons do not consider their handicaps completely incapa- 
citating. Contrary to public opinions, to a blind person there is no ‘blackness’, 

no ‘eternal night’, no ‘dark despair’. If this is true for the intellectually normal 

blind, it is doubly true for the mentally handicapped blind. The mentally 
handicapped blind are less apprehensive about the future, more constant and | 
routine in their activities, more satisfied with meek and lowly chores, and | 


Thus the purpose of all programs for the mentally retarded blind is to 
provide an opportunity to develop capabilities within the limits of their 
handicap. Such Pupils, if left in the regular grades, may become social misfits 
since the grade Work cannot be modified to be fair to both the blind retardate 


the advancement and success of th i 
€ graded child, 
d Dus problem has been approached in various Ways. One has been the 
d great of a ‘diluted regular Program; the results have been unsatis- 
ry. Amore satisfactory plan has been the building of a special curriculum 
ild. S, 


retarded Pupils arise, — i 
community, the country, and de a Thee 
l or high School curriculum. f 


home, the school, the city or 
the program is not a modified grade schoo 
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The language and style are purposely kept at a level that can be attained 
by the mentally backward pupil and used by the mentally retarded. Things 
to Do, as a reader, aims to make the pupil a better member of his family. 
For example "Unit One, Daily Living in the Home” considers "Father's 
work, Mother's work, food, clothing, home, care of children, sharing in the 
home by helping, keeping the rules, safety in the home, fire prevention, 
accident prevention, manners and grooming." “Unit II, Daily Living In 
Our Community" covers project studies on being a good neighbor, safety on 
the’ streets, correct behavior in public places, parks and beaches, public build- 
ings, buses and subways, dress, helping our community, shopping in chain 
and local stores, recreation, transportation, the Fire Department, the Police 
Department, Bureaus, Health Department, etc. It can be at once apparent 
that the use of numbers and necessary arithmetic is involved at several points. 
The units are supplemented by other useful and pertinent reading material,® 
such as stories of history and current events? and science.* 

The progress of these pupils is further advanced by admission to regular 
classes in industrial arts, music, and similar subjects. Personality development 
is enhanced by entry into Scouts, dramatics and other extra-curricular activi- 
ties. Physical life and individuality are strengthened by athletics, field trips, 
and vocational tryouts. 

The success of such a program has been marked by those pupils who have 
found employment and success in their chosen work in life. 

While the schools and classes for the blind are meeting the problems of the 
ungraded child in a scientific manner, progress and continued success would 
be enhanced by more attention to the following: 

l. More publicity and recruitment for the training of personnel 

2, Procurement of funds for teacher training scholarships, development of 

special equipment, teaching aids, and research into the causes, preven- 

tion and treatment of the mentally retarded blind 
. Increased clinical services, physical and psychological* 
. Orientation courses for supervisors and parents 
. Research and evaluation for vocational placements in industry and 
publicity for better public understanding of the problems q 
6. Continued study and development of a special curricula for training 
of the ungraded and/or mentally retarded child with a clear enuncia- 
tion of the goals to be attained and the best type of program to be 
followed.? 

The non-educable, or those permanently incapable of learning in ordinary 
schools and classes for the blind, are: i 

l. The feeble minded: mental defectives so pronounced as to require 

care, supervision and control for their own protection or for the protec- 
tion of others 7 Z 

2, Imbeciles: incapable of managing themselves or their affairs 

3. Idiots: unable to guard themselves against common physical danger. 

The educators of exceptional children must meet each and every classifica- 
tion of this group at some time in the school program. $ ) 

A school should not have to assume the responsibility of a custodial unit. 
Many schools are exclusive in that an ungraded blind child is not carried on 
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the rolls. Certainly no school can ici m uneducable child for any length 
i d rightly be considered a school. : 

Prem % the child when he is adjudged non-educable and is - 

turned to the social agencies of his community is a question in which 

well organized society should be interested. No effective service now exists 

for these excluded children in the community. > 

We Should have a well developed service program where trained, a 

enced, and well-paid custodians would meet the needs of this type - 

tional child as long as he lives, — where comfort, scientific approaches, 

humane and objective procedures would be followed. Such a program is long 


overdue. 


objective manner, and devise scientific procedures to condition both the par- 
ent and the child, this ‘day of decision’ could be an enlightened beginning 
for the child and the family. 

The security of decision and objective evaluation would be akin to the 
feeling an old soldier has when he realizes all the days of regimentation 

ghting, and imprisonment are over and he is now to be discharged with 
honor to a lifelong pension and security from his government. For the non- 
educable child it could mean no more struggling with academic subjects 
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THE USE OF THE WORKSHOP TECHNIQUE AS 
A CONTRIBUTION TO THE EDUCATION OF THE 
BLIND CHILD 


GEORGIE LEE ABEL 


The workshop technique as it has been used in various types of state and 
national meetings has made a definite contribution to the education of blind 
children. This technique as a way of learning, as a productive group experi- 
ence, or as an evaluation process of the participants has affected both the 
educators of blind children and the attitudes of professional workers toward 
these children. Of equal importance is the fact that the publications result- 
ing from this process have greatly enriched the specialized literature in this 
feld. At least four publications of national significance in this area have 
appeared since 1951. There are also several mimeographed and some printed 
proceedings which have come from workshops conducted on campuses of 
colleges and universities, residential schools for the blind, and public schools 
offering educational programs for blind with sighted children. 


PHILOSOPHY AND TERMINOLOGY 


The philosophy and terminology governing such procedures are funda- 
mentally the same as those used by any other group of people working in any 
other area of special interest. It follows that the strengths and weaknesses of 
the program as applied to this field of education are also the same as in any 
other given situation. When the workshop procedure functions well, it de- 
mands a desire on the part of the individuals to work together according 
to a democratic process; a common interest that must stimulate the best pos- 
sible group dynamics approach; an equal desire, if possible, to contribute to 
and gain from others ideas which are basic to continued growth. When the 
process does not function well, some of the weaknesses are likely to be traced 
to the following problems. The participants may need more maturity and 
confidence than may actually exist in the particular group. The group may be 
much too heterogeneous for the best possible results in a given amount of 
time. The leadership available may at times lack sufficient skill in human 
relations to cope with certain problems and resolve differences in the most 
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HISTORICAL TREATMENT oF CONTRIBUTIONS | 


. Perhaps the actual contribution“ of the workshop technique to the educa- 
tion of blind children can best be told through a brief discussion of certain 
projects in which various adaptations of the procedure were used. In the 
interest of an orderly presentation of the various contributions, they will be 
mentioned on the basis of their historical appearance. There will be some 
discussion of the possible effect that each chosen event may have had on the 
education of blind children. 

The first attempt to apply certain workshop techniques to a national meet- 
ing dealing with a topic concerning blind children was the National Work 
Session on the Preschool Blind Child held at the American Foundation for 
the Blind in April 1951. Forty people representing varied professional back- 
grounds and experience which seemed important in developing services to 
preschool blind children and their families were invited. The common pur- 
pose of the participants, as stated in the invitation, was to come to the meeting 
prepared to draw heavily upon their previous experience and to pool their 
reactions and knowledge with others in behalf of these young blind children 
and their families. This work session was structured to some extent since each 
of the participants was provided with a definite agenda representing the areas 
to be explored as the content for written reactions to be submitted for publi- 
cation. Participants came to this meeting knowing that it was an intensive 
workshop and that published proceedings would result. Their goals were set 
for them. They were asked to attempt to develop clarifications of thinking 
and standards which might be helpful to people throughout the country who 
were attempting to set up programs in this area. The inspiration of this er 
ing and the tireless work of the participants resulted from their desire o: 
the best possible answers concerning the needs and potentialities of preschoo! 

ind children. 

"e second workshop of national significance was that conducted kd 

American Association of Instructors of the Blind at its national nene: 
held at Louisville, Kentucky, June 1952. This large meeting involv k eged 
educators divided into fourteen work groups. The teachers were privi 


— RE 


time of their attendance at the convention 
chers and the administrators of this aged, 
a landmark. It was thought to be so successfu' 
held at Batavia, New 
proceedings for both sessions have been published 
£ reference for those interested in 


ve ching blind children, with the added weight that they represent the first 
‘hand experience of peo : 
of proced that a large nationa € rovi 
: an E for Bos» explore their problems in special interest 
E but also it afforded an atmosphere in which teachers and administrators 
pani prt their problems and share them with each other. Thus the influ 


There have been a number of smaller regional workshops in the various 
residential schools for the blind which involved teachers and administrators 
from neighboring states. The process was considered to be of sufficient impor 
tance for the national organization, the American Association of Instructors 
of the Blind, to set up a national committee on regional meetings to help 
facilitate the work. The report of this committee presented at the 1954 
meeting of the Association stated that during the two biennial periods, 1950 
1954, fourteen states had been hosts to eighteen regional conferences. Un- 
doubtedly all of these conferences used various types of workshop techniques. 
Topics pursued at these regional workshops as reported by the committee 
represented such areas as: preschool, home economics and crafts, speech arts, 
arithmetic, industrial arts, mental measurement, music, piano tuning, house 
ag physical education, as well as other divisions of the academic curricu 


One of the most interesting factors about the workshop movement has been 
in its focusing of attention on problems which had roomed very little previ- 
us consideration, For example, one school for the blind, with the help of a 
private national organization, 4 
in a school for the blind. Out 
meeting, in another school for 

- t seems important to note that 


rw in procedures in national 
Written recommendations 


ties for houseparents i i i 

J B in residential schools for 

f Und 
i 

- of Blind ae College Report of their Institute on ‘ 


de Cong Tepresenting both teachers 


: bring al t a section for hou 
lation. oe : 
of Instructors of the Blind En in the recent American Asso- 
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individual needs. 
Workshop procedures applied to teac 
y for both educational and emotional growth for teachers of b 
dren. Where the atmosphere permits sufficient flexibility, it is possi amy ; 


of each teacher in training. Through the process of informal sharing of 
backgrounds and experiences, the in-service teacher can bring to the group — 
her belief in the potentialities of blind children as well as her un ng 
of the many problems not yet solved. At the same time, the new teacher enter- 
ing this specialized program for the first time contributes the current informa- —— 
tion and fresh viewpoint from general education which is basic to all 


Perhaps the most exciting examples in the growth of individuals participat- 
ing in these workshops has been in the teachers' opportunities for explora- 
tion of their own feelings toward blindness as well as in their better under- 
standing of the problems of a blind individual living in a society largely geared — 
for those who see. The individual unsigned forms, as well as other evaluation 
techniques used, have revealed that many of the teachers expressed their 
greatest appreciation for the opportunity to know blind individuals and to 
observe blind children both in a demonstration setting and in films. It is not 
infrequent that teachers sign up for a new position in a program for blind 
children without realizing that they may have emotional problems in relation - 
to the children whom they will be teaching. It is inspiring È observe k bu 
ing group as it grows to the point where it can recognize the impor 
hine Ilii and objectivity which must be understood before methods of 
procedure can be really effective with these children. Wee 
The first highly unstructured workshop type of conference dealing c 
specific problem in the area of the education of blind children m: en 
tional Work Session on the Education of the Blind with the Sigh i 
conference was conducted by Syracuse University and the pepe 
ion for the Blind. Like the previously-mentioned national wor! ex 
ing with the needs of the preschool blind child, the American Fou 
ing with the needs o P in calling together hia 
he Blind was pleased to cooperate in calling tog 
= ion of this problem, like the previous one, resulted from pressures rt 
es requests from the field for help in clarification and suggestions 


invi » because 
Again to invite most of the people 
i a ee aks type of education, or because they 
E aastat ha plan. The difference in this 
for the administration of suc RP tum 
ion was that the participants CO! 
S ive y where 
beautiful, qui camp owned by Syracuse University w 
; Ie d from the distracting influences of a large city. This location 
oed Ee Eu "m icipation without agenda or 
‘there was freedom for relaxed and flexible participation at ag 
reference libraries. The participants simply drew heavily on their experience 
in general education and their knowledge of the special field. Of perhaps the 
“greatest importance, they were able to experience the process of indis idual 
growth as influenced by the group. The Pine Brook Report resulted from 
intensive work in an atmosphere conducive to both work and inspiration 
"There was also the motivation of a type of pioneer spirit, since the participants 
knew that this was the first meeting of its kind ever called. They like all 


re d reported in this discussion were participating in a learning exper 
ence with topics no 


t previously explored by this process. 
RzrLEcrioNs Concerninc Worksop PROCEDURES 


Tt has been the pleasure of the writer to coordinate or act as participant in 
each of the types of projects which have been presented here. Because of 
the current interest in the workshop as a technique and the questions that 
some people have concerning its weaknesses, it might help to discuss briefly 
some of the effects of the procedure. There have been various kinds of meet 
ings in which the process was employed with time limits of from six-week 
courses with two to four hours a day to short one-day sessions of approximately 
four hours in length. It was usually found that where the group was suff 
Bb men, and x Von was right, the amount and quality 

i d g even to the participants. In those groups with great 
variation in backgrounds and experience, it was much more necessary to 
structure ood of the procedure that they might feel more secure. This 
oe oo: comparable frame of reference for most of them 

Sometimes happens that at least one participant becomes quite lost in a 
Nighy icularly in groups 

yer, can we feel 


tional courses the 


ot tis ane id to be exposed to the members in attendance. In some 
and have actually 


Š ved are sufficiently 


one of th crystallized. 


THE WORKSHOP TECHNIQUE 


61 


GEORGIE LEE ABEL 


As the participants ana] i i 
yze and clarify their own opinions, and 
th 
to evaluate the concepts of others, often under skillful leaderihig tm 


nesses in others may find themselves blocking their reactions to the possible 
contributions of some Very worthwhile participant. Some topic may get 
thrown out of an agenda because of a feeling that it would be impossible 


educators today. In such objective procedures people will be more likely to 
ask, — shall we look at the research concerning the question or could we find 
ways of trying a new idea before condemning it? It is the belief of this writer 
that such constructive and objective evaluations are happening in the educa- 
tion of blind children today because people with experience, strong motiva- 
tion in behalf of blind children, and a great desire to improve services are 
working together in a more democratic atmosphere and with greater skill 
as professional people. Added to these objective procedures must surely 
come greater skill in communication and more experience involving good 
human relations. 


Summary 


The workshop technique applied to the education of blind children has 
yielded valuable results both to the participants in various types of p 
and to the professional literature available to those who pursue further m: 
in this field. "The same strengths and weaknesses affecting any pos 
this type seem apparent when groups of people meet for the purpose of an ng 
their efforts in behalf of blind children. There are evidences in the xa 
national organization meetings and the smaller regional workshops bur 
individuals are enthusiastic about the process and that they have baee 
in their published proceedings that they were able to make : c" e 
recommendations which were helpful in bringing about e E 
in philosophy in this field. The process as an aid in teacher pepe m 
has been analyzed by a number of evaluation techniques ws enis 
indicate that prospective ry S roe seii are able to reali 

"ssi improvement and emotional growth. j s 4 
Mec eem should not be looked upon as a yon fot oe 
against any other type of professional improvement, but ra 


national 


ects at state, regional and 
rk with 


“to present some actual examples of proj 
id i their value to those who wo! 


Jevel which have demonstrated in writing 


st contribution to the education of blind children which 
the various workshop techniques may be found in the 
hich are most difficult to measure. The great value may be 
in the fact that all types of professional people must sit down together 


in an atmosphere which permits serious 
involved in meeting the needs of blind individuals as well as the equally 
t problem of professional growth necessary for those who develop 


programs to meet the needs of these children. 
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SOME SPECIAL ASPECTS OF AN ADEQUATE 
VOCATIONAL TRAINING AND EMPLOYMENT - 
PROGRAM FOR THE BLIND : 


HARRY J. SPAR 


Work for the blind is a field of specialization in which many profes 
operate. Vocational training and employment constitute an area of the 
in which the extent of its specialization is well demonstrated. The social 
worker, the vocational counselor, the psychologist, the corrective therap 
other professional workers must understand, if their work in this field is to | 
effective, the meaning of blindness, — the effects produced by various 
conditions which cause blindness; the implications of blindness; the me 
and emotional concomitants of blindness; and the social and economic c 
tions which blindness tends to create. n 

We shall not attempt to blueprint an adequate program of vocational trai 
ing and employment for the blind in the brief space that can be allotted 
this chapter. We shall seek, rather, to point up some of the ways in whi 
training and employment services for the blind are different from conveni 
training and employment services, and to indicate the bases for such 
ence. Ín this way, the student exploring the field of work for the blind n 
gain some impression both as to the policies and techniques employed in 

conduct of adequate vocational services for the blind and as to the speci ized 
nature of the field of work for the blind. 
Vocational training for the blind falls into two fairly distinct catego 
One category encompasses strictly vocational training, — the learning o 
special skills and knowledge required for successful employment in spec 
trades or professions. Blind persons who undertake such training should h 
achieved a successful adjustment to their blindness. "They do not requ 
for this type of training, the specialized program of an agency for the bli 
Agencies for the blind are not likely to find a sufficient number 
persons requiring training in any particular trade or profession. "P 
them to maintain the staff and acquire the experiences eres to p 
a standard of training comparable to that of any good professione E 
cal school. A blind person equipped to undertake specialized ae 
on training for work in the field for the blind, training in the 
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which 
should 


as 


alized areas of employment with 
nsive experience ) 
ining facility 
motivate any seeing person of training. 
"The category of vocational training for the blin 
view of a specialized program 
d area of prevocational training for the bli 
dictate paramount attention to special procedures and techniques 
sh conventional prevocational programs cannot offer. This type of training 
e preparatory either to semi-skilled or unskilled employment in which 


‘yocational training is acquired on the job, or to vocational training of the type 
i to above. It is with the broad area of prevocational training for 
the blind that vocational rehabilitation programs for the blind are primarily 
concerned and with which we shall be concerned in this chapter. 
Most persons who are classified as blind! possess some degree of usable 
B xm the type of their vision can have far-reaching emo 
alas: Pune significance for them and it is important for them to 
os ien ee ond te limitations of their vision if it is to 
er than as a liability. 
Profession: " ._ v es 
1 reece eileen ibe: training and employment of blind 
persons 3a En owledge of the structure of the eye and of 
common ag ions on them to interpret most eye reports and to 
mb m op! E no: logical explanation of those reports which they are 
moine f visi iru. ves. The blind person who possesses a small 
vue DN oH ES requires careful guidance to help him cope with 
oo ate A bli ion may present and to understand how to make best 
o enl os who has peripheral vision only rice it 
wies ead and rotate his better eye to see in fror o pes 
ho s from oscillating ero h nt of him, or one 
000 Ces ae fom, Segment 
serious emotional complicati s efforts to see w ich can produce 
Gute the facts about his E for him if he is not helped to f ally enim 
Ba, ndition. A person wh appre 
vision is confronted wi E O possesses very ne 
EE o da a different type of dà 
J ly sharp, cl E type o problem from the perso 
field and who is , Clear vision within a highly P 
B to see at all outside of that feld ens imd 
ritions or distortions in vision i F 
n is faced w 


of problem. The 
i probl j 
dii is not only one of E een 


3) the social reactions 


A blind person 


ith still another 


use may 
> possessing 
a person 


to use his vi 
possible, 


the use of speci 
special lenses and other aids; at the same ti 


e of action 
make that vision 
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truly useful. Eve F 
: ry such blind person . i 
those i presents his own pecial problem, and 
R are to help him meet his problem must bee ie 
ey can help him understand and resolve it “i 


ADJUSTMENT ‘To BiinpnEss 


Before proceedin 
ig, some comment t ‘adj i 

i rk add meaning to this retiree anie Mod 

t has been suggested that a bli i 'adi i 
but, rather, that he Pa cdd i a Me a adn hs blinda 
a partial personality, — the residue of the al en MS 
his vision or a part of th li nn Hyd before he lost 
h t e personality he might have been if he had visi 
E as a person with little or no sight whose personality is complete wid 

€ presence or with the near absence of vision As wh i 
quality of a healthy personality, there can be ad eren hue. 
but it must not be inferred that the personalities of all blind x 
essentially the same or that the personality of a blind person is nien 
more different from the personality of a seeing person than the perat 
of any two seeing persons are likely to be different from each other. Such a 
Eee inference has led some students of the highly diversified and com- 
ep ele of blindness to propound a theory on the ‘psychology of the 

ind’, This theory seems to imply that all blind persons possess certain com- 
ae prop ties, feelings, reaction patterns, etc. Experience with the blind 

only fails to support this theory but very strikingly contradicts it. 

The question as to whether the term ‘adjustment to blindness’ properly 
pee hei leat aod reorganization which takes place with the onset of 

indness and whether 'personality reorganization' or some other similar term 
should properly be substituted for it appears to this writer to be merely a 
ide pui uias The way to clarify language is not by dislodging commonly 
used and well entrenched terminology but by determining precisely what such 
terminology is intended to signify. In speaking of ‘adjustment to blindness, 
we are not so much concerned with the psychological processes involved as we 
are with the end results of those processes. 

‘Adjustment to blindness’ can assume practical significance if it is defined 
as the ability of a blind person to reduce the limiting effects of his blindness 
to their minimum and to accept and function successfully with its irreducible 
effects. These effects will not be identical or even closely similar for all blind 
persons; nor will any particular few blind persons for whom these effects may 
be similar function with them in the same way. A person's intellectual capa- 
city and development, emotional maturity, social and vocational background, 
and many other factors will determine how he will, — and, what is equally 
important, how he should, — function with the effects of blindness. Adjust- 
ment to blindness is not a state. It is not static. It is an active ability rà 
than a capacity and, as such, it must be dynamic. The adjustment to blindness 
of a person cannot be evaluated by the extent to which he fits a particular 


stereotype. m 
'The popular concept of a blind person who is well adjusted to his blindness 
is that of a genial, poised, well spoken, moderately prosperon Pee , 


virtue. This concept probably 
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; i and social setting. 
odd and acepte in Tio ee sense or any extra acuity 
onset of blindness does not produce any f vision. Failure to appre 
ann senses to substitute for the absence o rc. dede ig 
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n : ivati ini nd experience comparable to 
ision if he had motivation, training, a c 
ratet a The challenge and the promise - D iare pem - 
ie i i - upersensory a y, 4 
rien T B ieee we es a blind. aan of his remaining senses, 
m E his m etc., than he did or might have done as a seeing 
^^ cda the human being is endowed with far greater capacities 
than he normally finds it necessary or desirable to use. W hen he loses or 
lacks a major sensory ability he can, through the exercise of extra effort, 
make better use of his remaining abilities so as to enable him to substitute 


the functioning of these abilities to a practicable extent for the functioning 
of the ability he lacks. 


» his cultural interests, his asthetic pursuits, 
e development of the self-confidence of » 
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developed about his background, his current ps i i 
nomic status, his physical dien his capace ad hoe ENG COO 
tunities that might be available to him. Blindness itself and the widespread 
misconceptions as to both the limitations and abilities of blind ps 
to narrow the latitude of vocational choice for a blind person audit adj : 
pres the investment necessary for his preparation for a vocational objes 
ve. Training of a blind person which results in failure to achieve the 
See 
nergy but is likely to pr i 
times irretrievable setback rs lia iy y to produce «ea 
; The influence of a blind person’s background upon his vocational preference 
is not changed essentially by his blindness. It is important to bear this fact 
in mind in attempting to relate the vocational objective of a newly blinded 
person to the vocational training and experience which he may have received 
prior to the loss of his vision. In a surprising number of instances, careful | 
analysis of the work in which a blind person engaged prior to the loss of his 
vision will reveal the possibility of his continuing in this work or in a type 
of work which will enable him to utilize at least some of the vocational assets 
which he had developed before the onset of his blindness. Such a possibili 
should ordinarily be carefully explored, and only when it is clear that it 
no practical value should consideration be given to helping a blind person 
prepare for a type of work which is foreign to his past endeavors and achieve 
ments. 

The psychological readiness of a blind person for training can very often 
determine the success or failure of his training. It encompasses his achi 
ment of insight into his particular problem as a blind person, his development 
of an attitude of realistic optimism toward his training, confidence on the 
part of persons whom he considers to be important to him in his ability to 
succeed not merely as a blind person but in terms of the standards of success — 
that apply to his particular position in his family and community, an 
reduction to the fullest possible extent of economic insecurity during the 
entire period preceding his anticipated employment. 

T here can b no joifcaton for training around a removable ora we 
handicap. Enrollment of a blind person in a course of training should 
preceded by comprehensive ophthalmological and general physical examina- 
tions and arrangements should be completed for whatever restoration may 
‘ble immediately or in the foreseeable future before training is begun. 
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PREVOCATIONAL TRAINING 


i ini i for the 
of prevocational training offered under a special program 
ue manly training in adjustment to blindness and only incidentally 
training in the ormance of the various industrial operations and other 
tasks that lend themselves to the accomplishment of the training in adjustm 

ral use of a large number of industrial 


to . For this reason, the gene 

ions in the prevocational training of blind persons is not limited to those 
ay whose vocational objectives lie in industrial employment. 

Learning to travel alone represents one of the most important single accom 

importance is both practical and psychologi 

idable barriers to the pursuit of a normal 
to a place of employment rather than 
be brought into the home. Dependence 
y and, at best, makes 


ent 


limited to employment that can 

guides is seldom satisfactory, as it is often cost] 
the blind person's attendance at work contingent on the good health, punctual 
ity, and availability of a second person. Beyond its purely practical value, the 
ability to travel alone emancipates a blind person from the socially limiting 
and morally depressing necessity of adjusting his movements to the conveni 
ence and disposition of members of his family and friends. 

Physical orientation and foot travel involve a good deal of sensory training 
which contributes materially to the general physical competency of a h d 
person. Developing the ability to localize sound (an ability which is of ber 
pam ce in the physical orientation of a blind person), learning to interpret 

iditory and olfactory cues, developing kinesthetic memory Jearni 
en pi and contour of terrain and pressure and tides pes 

g from the presence or absence of large obstacles aff Fa ip 
E dercloving the ence c s affecting wind and 
pesa i s d ae pean to good equilibrium and 
tal AR rnt ind s E these accomplishments so essen- 
ate tea independent travel of a blind person improve 
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Aside from the virtual impossibility of validating them, vocational a itude 
tests? have a special limitation in their use with blind persons: the cm 
tion and standardization of vocational aptitude tests are predicated on the 
sumption that vision will be used in their performance. In the de 
usable vision for the performance of a test of bimanual co-ordination, for 
example, the blind person must depend upon kinesthesis rather than vision 
to control the movements of his hands. However, as the performance of an 
aptitude test is too short in its duration to permit kinesthetic learning to take 
place adequately (kinesthesis, more than any other sense, depending for 
maximum effectiveness upon extensive practice in each situation in which it 
operates), the blind person performing a standard test of bimanual coordina- 
tion is working without the benefit of all of the factors that come into play for 
him in the practical work situation in which bimanual co-ordination is required 
for success. 


The fact that blind persons generally do not perform as well on standard 
vocational aptitude tests as do seeing persons has led to the establishment of 
special norms for the blind for some of the tests. However, aside from the 
fact that this procedure does not eliminate any of the inherent weaknesses of 
vocational aptitude tests, there is the danger that the reason for the lower 
performance of blind persons on these tests may not be understood or may be 
overlooked, and persons concerned in the vocational guidance and employ- 
ment of the blind may interpret the lower performance as an indication of a 
lesser capacity in any given blind person than that of seeing persons to 
the work for which he is being tested. This error has sometimes been respon- 
sible for disqualifying blind persons as candidates for jobs in which they could 
function successfully. 


The use of standard industrial operations for evaluating specific elements in 
the physical competency of blind persons not only provides tests of is 
duration to fairly measure these elements, but also provides the iwi d 
helping to sustain the subjects’ interests in the test by the knowledge 
their efforts are producing useful products. Comparison of the sige : 
any subject of such a test with the performance of other blind P 
have entered various types of employment can provide a usable indicati 
his rating in the ability for which he is being tested. 


The use of standard industrial operations for testing purposes do pu 
a good setting in which to observe personality traits which p eae ae 
adjustment to blindness and to success in employment: peu ve 
tive; reaction to frustration, monotony, or ae, MA € m 
etc. Other factors that are important in the ability of a $ ris Eus bility 
tion may be evaluated through the use of simple constru rion E 
to use residual vision in na E ie bee e Plaptably 
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INDIVIDUALIZED Tranne PROGRAM 
ns, as they ar 


diagnostic programs for blind perso 
ed conne fo M o of about four weeks. This period of close 
a on with a blind person served under such a program affords oppor 
tunity to observe his facial expression, the modulation and projection of his 
voice, his personal grooming, his table conduct, and other elements 1n his 
ability to function which are likely to require special attention because of his 
blindness. 
If the information produced by the vocational diagn 
indicates his need for training, an individualized program is planned for him 
which consists largely of work on operations that require the use of abilities 
The exercise which such work affords is 


in which he needs strengthening. 
tly combined with a program of corrective therapy. Performance of 


luctive work, because of the interest and motivation which the production 
to the trainee's efforts can be sustained over a considerable length of time 
but it does not afford the specific, intensive exercise which corrective therapy 
eet pea On the other hand, the pure exercise of corrective therapy can 
ni bee y Idem only relatively short periods of time. By combining 
i p ut sustained exercise of work with the intensive but short-term 
omre 4 corrective therapy, maximum accomplishments in the development 
Du competency can generally be realized. 
h O nd desta pes to include, in addition to 
sex ToS s which ne strengthening, several types of train 
prove ability to handle tools,.to i 
B D usus and s, to improve knowledge of the 
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The assistance which agencies for the blind can offer bli p 
and progress in independent business is largely M um 
that which can be offered to professional and specialized blind persons. 
operation of concession stands is one type of business in which some. 
for the blind have acquired sufficient experience to offer blind person: 
stantial, continuing assistance; but those blind persons who enter va 
other types of businesses can be helped only with financing, with advice 
other businessmen, and with other rather incidental assistance. - —— 


Blind persons who enter farming are in a position similar to that of blind 
persons who enter business. A few agencies for the blind have acquir 
sufficient experience with certain types of farming, — poultry raising, { 
example, — to offer assistance to blind persons entering such farmin 
the assistance which blind persons who enter other types of farmi 
receive from agencies for the blind is limited in the same way as that 
blind persons can receive who enter business other than concession 
operation. ! 

Placement in industrial employment? is an area of work in which special a 
effective techniques have been developed. Commitments are sought from 
management of industrial establishments for the employment of li 
numbers of blind workers in their respective companies under terms 
require that employed blind workers must meet the standard requi 
of their jobs, that they must be paid at the same rates at which seeing worl 
doing the same jobs are paid, and that as long as there exists work i 
company which can be performed satisfactorily by blind workers, employm 
opportunities will be maintained for a specified number of blind workers, 
companies where unions are recognized, similar commitments are sought 
the form of exemptions from the seniority provisions of the union contracts. 
Placements are made on the basis of on-the job surveys and demonstra 
by placement specialists, usually blind persons, and permanent follow-u] 
is generally maintained to make certain that the blind workers are not trans: 
ferred to jobs which cannot be successfully performed without vision 
that the blind workers are meeting the standard requirements of their 


The provision that employment opportunities be maintained for a Ri 
number of blind workers in a company as long as there exists work in 
company which can be performed satisfactorily by blind workers AE. l 
offset the difficulty which even competent blind workers experience m 1 


y i d misconceptions s te Mi 
employ ment because of widesprea as to the extent 
handicap of blindness, and the consequent general lack of confidence m x T 
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Ine M nd when the job on which they are 
à addition, while unions are, ordin 
seniority provisions 
vi i tunities for blind workers, the 
is goats to pe ST ies vore i be kept to a mini 
un ‘ence has demonstrated that a single blind worker 


mum. e, experi 
p s ers can integrate with the group more easily than 


i i ork 
iad workers together. When two or more blind workers are 
“together, they are likely, initially, to have more interests in common with 


each other than with the seeing workers, and the companionship which they 
find in each other. is likely to ‘make the seeing workers feel that the blind 


workers are sufficient unto themselves. This feeling tends to capsulate the 


blind workers. "Therefore, although it is a temptation to place as many 
blind workers in a company as its management is willing to accept, the reha 
bilitation of blind persons in industry, — both from the standpoint of their 
integration with their seeing co-workers and their long-range security, - 
can be served to best advantage by purposefully and rigidly limiting the num 
ber of blind workers who are placed in any one company. 


The largest single source of employment for blind persons is found in special 
workshops for the blind. These workshops should be reserved for blind per 
sons who are unable, because of advanced age, poor health, major secondary 
disabilities, or other good and sufficient reasons, to engage in fully competitive 
employment of any type but who can realize substantial psychological and 
material benefits from engaging in remunerative employment under con 
trolled and especially favorable conditions. Í 


The operation of special workshops for the blind comprises a fairly broad 
and complex area of specialization in itself. It entails the utilization of the 
most advanced industrial engineering methods and procedures to provide 
ons conditions, equipment, and worker morale which, in combination 

more plans and auxiliary medical, social case work, and other 
pde Leib ped persons of especially limited employability to real 
ion of producing saleable products in worthwhile quantities 
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FOOTNOTES 


1. With minor variations, most public and Private agencies for the blind define a blind 
Person as a person whose central visual acuity does not exceed 20/200 in the better 
eye with correcting lenses, or whose visual field has so Contracted that its widest 

of no greater than 20 degrees. 

instruments designed to indicate the type or area of work 


with fairly good success, and the fact that they are often 

e more confidence in vocational 

aptitude tests than the success which has thus far been realized in the use of these 
tests can justify. 

3. ‘Industrial employment’ as used here does not encompass professional or specialized 
employment in industry but is limited to the semi-skilled and un-skilled industrial 
employment at which blind persons are placed through the use of the special 
techniques that have been developed for the purpose. 
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The loss of eyesight has never been viewed as atrivial matter, either by the 
individual who suffers it or by those who are concerned with him. For the 
great majority of individuals, even until relatively modern times, it has meant 
uselessness to self and society. For society, it has meant a perplexing economic 
and social problem, a problem that begets many other problems. 


BackGRouND 


Even in the most primitive of prehistoric times, blindness must have been 
perplexing. The life of the cave-dwelling human was rigorous, and foraging 
for food in the haunts of ferocious beasts certainly far from child’s play. 
According to conjecture, the blinded person was either killed or died of 
pia to the gregarious early tribes must have caused some disturbance, 
cain ie add the burden of a helpless neighbor to his own struggle for 

As prehistoric man emerged i ivilizati iqui 
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were themselves ignorant of their potential abilities, and si 4 
many etum was ignorant as well as perche blocked. the E. 
psi Fi eed in that day was one of simple tolerance to exist on. " 

The history of the development of education, welfare, ilitation. 
for the handicapped, including the blind, is recited es Pu N 
umes. The foregoing rather sketchy version is brought into this discussion only _ 
to provide an understanding of present-day problems. Blindness among Wu 
man beings has been known since recorded history began, and yet the earliest _ 
efforts to render positive opportunities for growth to blind individuals hap- 
pened less than three hundred years ago. Somewhere in this world today one 
can find a stage of civilization — insofar as blindness is concerned — to reflect 
every stage of growth or lack of it to be found in the history of the race, 
It may be surprising to learn that in some areas of the world today there 
still is total neglect of a blind individual. It is stranger yet to discover that 
even in the most advanced countries today there still is total despair when a — 
mother and father learn their baby is blind. 

It is against this background of psychological confusion, incomplete knowl- 
edge, inadequate extension of what knowledge does exist, and distorting emo- 
tional influences that one must analyze the current problems of this field. 

In discussing the following special phases of this topic, the author has 
attempted to reflect the opinions of all those who have the most experience 
with service to blind persons. It also should be observed that the outline is 
limited to the United States, with only oblique references to similar issues in 
other parts of the world. 


SEGREGATION OR INTEGRATION 


Edward L. Bernays, well-known public relations expert who has studied 
many facets of social movement, told the members of the Greater New York 
Council of Agencies for the d a cies c—— that c vi es now 
beginning to emerge from what he called the “asylum era in 1 
for die blind. B oed that during the Middle Ages the extent of com- 
munity understanding was simply to provide shelter for blinded pea in 
groups set apart, usually in the asylum type of institution. It E^ M 
Sheltering institutions that early day leaders discovered and (ne " ke. 
bility of the blind. Deeply impressed with the emptiness of the ves e od 
who were housed therein, moved by pity and perhaps a e is 
to inject into the institutions modest activities that would help to pass 


"has process of relieving the boredom of instiutionalized E 
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«sed in the old adage that “pirds of a feather flock together 

to obscure the fact that later began to be evident with all handicapped 

le, — the blind not excepted, — true rehabilitation means integration 

into the community in as total a sense as though the individual were not 

physically disabled. 

The paternalistic and sheltering institutions for the 
schooling of youth and for the employment of adults is still strong 1n the world 
Even in the United States, where the individuality and independence of all 
people is the keynote, uninformed community leaders still adhere largely 
to the stereotypes of colonization in for the 
blind. r 
This tendency on the part of uninformed society is unavoidable. Those 
same practical problems of financing a state-wide education program ot of 

still make the existence of an institu 


While it is today recognized and increasingly practiced that a 


tion necessary. 

Lei child can secure his schooling in the public school nearest his home as à 
y student, it still is economically impossible for more than 15 per cent to 25 
cent to do so, and the great majority must be provided good education 


in residential schools. The excellence of such schools i 

. H i h 

varies considerably, and many of them are staret p — pas 
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and agencies. The problem is equally strong in both i 
for blind youth and social or rehek ion jenes for Rx Led E 
that emphasis should be placed upon the blind person as an individual point 
to his proved normalcy, and suggest that educational, social and rehabilitation 
programs for either all disabled persons or for the general public can meet his 
needs most effectively. They argue that the very existence of special schools, 
special government and private agencies, and special economic security legis- 
lation supports the continuation of the concept that blind people are different 
from all others. 

On the contrary side, those who have shown the greatest practical results 
in education, rehabilitation or economic security for blind persons, point out 
that the general school or agency actually is not equipped to meet the recog- 
nized special needs of blind persons. ‘They argue that since the blind person 
does present as a rule a greater set of problems to professional personnel, 
teachers, social workers, and rehabilitation workers will neglect his problems 
in favor of attention to less complicated cases. They say that the specialized 
agency, in spite of its reflection of minority interest, must exist in order to 
promote the integration of the individual blind person into his community. 

It is probably apparent that those who adhere to either extreme of these 
points of view are equally at fault. It is rather evident that the staffs of general 
community programs cannot at all times understand or cope with those prob- 
lems which are peculiar to blindness, and supplementary programs of special 
nature are both desirable and necessary. On the other hand, it is equally 
fallacious to pretend that all blind persons must secure all of their educational, 
social or rehabilitation assistance through special agencies and never through 
the programs of other professional groups. Especially in the adult field, no 
agency for the blind should seduce itself into thinking that it can be expert 
and adequate in meeting all of the needs of all the blind of a given com- 
munity. 


PROFESSIONAL INADEQUACY 


At the outset we stated that acceptance of blindness as one xU ne 
pletely disabling has come about. Techniques for educating blind c i j 
whether in residential schools or in special public school poma aE 
erally quite effective. No blind child who possesses norma i pio aT 
need grow up without academic and prevocational ue aie 
who lose their sight later can very definitely be helped to make 
and satisfactory adjustment to a modified way of life. 
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being contradicted hundreds 


din E yn dividuals who are blind. ether they each have 
some agency or school, the total 


ffort of the specialized agencies can be credited with 
h has contributed to these individual 


itude about blindness is 


having prod 
success stories. . - 
But what of the other side of the picture? Although in the United States 
are about 7,500 children in for the blind, rough 

i imes that many. Compul- 


sory school at 
idences that they are n 


America's most tangible, practical an 

are about 20,000 blind individuals ‘at work in general occupations; there 
should be at least twice that many. Among the estimated 30,000 blind work 
ers who could be employed through sheltered workshops, there are only 


about 5,000 for whom this specialized employment aid has been provided. 


i roblem is simply a matter of extension of known and 
established services to greater numbers of those who need it. Extension to the 

saturation point may never be realized. Even to approach total coverage is go 

niw take a lot of time and money. But in the manner of Americans, inevit 
a ly Ao will be a steady expansion, and though it may be tediously slow at 
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really bad” or “to 
shall I do to mak 


eye and not as a whole patient, the professional counselor of the blind sees his 
subject as a blind person and not as an average human being with an addi- 
tional special problem. po 
There can be no magic wand with which to sweep away all of the reasons 
for failures among those who are blind. There is, nevertheless, one generaliza- 
tion possible. It is time that bigger steps are taken in the direction of provid- 
ing more informed and more qualified personnel — informed and qualified 
in areas of general human development as well as in the specialty of blindness. - 
This statement is by no means a case against specialization in work for the 
blind. If it is a case for anything, it is for a vigorous attack on one of the great: 
est weaknesses in work for the blind, the lack of adequate numbers of y 
qualified personnel of all categories. For this discussion, ‘qualified’ means the 
possession of a proper basic education in all the fields of learning which bear 
upon the ills of humanity, and the possession of knowledge gained through 
study and experience of the best practices found to be helpful in solving 
problems peculiar to loss of sight. am 
How can we go about meeting the problem of professional personnel? All 
progress is the result of educational processes. Further knowledge must be 
gained through research in specific areas of problems caused by blindness or - 
at least aggravated by it. This knowledge must be passed on through training — 
of basically qualified candidates for professional positions. Eventually, then — 
the blind themselves will come to see their handicap in its proper light. Ulti- 
mately, and ideally, the general public will come to understand; and funda- 1 
mental psychological barriers of public attitude will fall away. 
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For example, it is almost inevitable that a person struck with an illness or 
injury that may affect the eyes will consult a medical practitioner. The prac- 
titioners freely admit that they are generally uninformed about available 
resources of a specialized nature in the community, or about existing innova- 
tions and aids that make adjustment easier. They admit that sensible instruc- 
tion for internees and medical students could be acceptable and, if well done, 
could enable them to contribute toward making blindness a little less stag- 
gering to the individual in future generations. 


6. Companion research and pilot projects designed to meet the unique 
problems of the partially sighted. Contrary to general opinion, most ‘blind’ 
people are not all totally without sight, since statutory definitions are liberal 
in their description. Individuals with a small percentage of residual vision 
and those with visual losses of serious degree are often referred to as neither 
fish nor fowl. Teaching and rehabilitation techniques for the sighted dis- 
abled do not apply, and yet members of this group are not proper subjects 
for treatment as blind persons. Specific areas for research in this field are 
numerous, but a high priority should be given to development of optical 
appliances for greater use of remaining vision. 


. 7. Technological investigation. This field should not be omitted from a 
list of this type, even though the ultimate objective has little to do with 
personality and much more with physiology. An assortment of highly inter- 
esting basic experiments already are known in the area of aids to mobility 
and of devices for reading the printed word. None has been found satis- 
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It definitely is desirable and necessary, on the other hand, to analyze even 
briefly the problems which exist in administration of aids and services to the 
blind through government without exhaustive comparisons with private pro- 
grams. It has been said that more has been done for the blind through govern- 
ment in America than in any other part of the world. Whether such a gener- 
alization is entirely accurate or not, it still is clear that there have been many 
precedents set, at both state and national level, for recognition of govern- 
mental responsibility for certain types of benefits and service programs. 

Currently, there are many who have become convinced that while these 
aids and programs are exceedingly worthwhile, there still is room for improve- 
ment. At the time of this writing, there were certain objectives which clearly 
stand out as their hopes for improvement. Each is taken up here briefly. It 
should be noted that almost without exception they are directed at Federal 
rather than state level, a definite reflection of the trend toward nationalization 
of services. The importance of state participation, however, should not be 
overlooked, for without effective state laws of a companion nature or efficient 
plans of administration at state level even the most ambitious Federally legis- 
lated program fails to reach the blind residents of every state uniformly and 
adequately. 


l. Perhaps the greatest problem which lends itself to Federal solution 
is that of economic assistance. It is the greatest simply because a large percent- 
age of persons who are blind are dependent upon society for maintenance. 
A program of public assistance affects more blind people than any other one 
measure. The problem also is simply stated, — existing Federal-state public 
assistance is insufficient in amount of aid to the individual recipient. Further, 
modern-day theories notwithstanding, its administration still resembles the 
old-fashioned dole. Certain strides have been made in the recent past toward 
the removal of demoralizing administrative practices. To carry these steps 
to-their ultimate will inevitably raise the question of whether the blind should 
be treated differently than other needy people. In this field there are those 
who advocate removal of the means test altogether, substituting a straight-line 
plan of ‘handicap allowances’ to all who are blind. There are those who 
currently are advocating various plans of disability insurance, generally with 
the intention that a person who has gained Social Security credits automati- 
cally would begin receiving compensation upon loss of sight and in an amount 
equivalent to his old age pension. It is interesting to note that even in such 
proposals as the foregoing those who debate the issues usually encounter again 
the questions of need on the part of the individual. In short, it is clear that 
the great majority of blind persons need a better program of financial aid 
than now exists, and it equally is clear that society through government is 
not prepared to grant sweeping pension plans to the disabled. If any group 
can secure improvement, it will be the blind. History shows that the pioneer- 
ing blind lead the way in such matters for others. 


2. One of the ever-present problems in national administration is whether 
there is an effective plan for coordination. First, the present-day picture of 


Federal services to the blind shows that national responsibility is far from 


centralized in any one agency. The benefits of services must reach the blind 
f Federal and state agencies. In some 


person through a heterogeneous array ©! 
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instances, a particular service, — braille R 
example, = have: no direct relationship v mii big 
part the blind person is in need of some part of all dieses ut for the KR 
Vébdbual should be available to him. M a Congress | 
ere are those who feel that ind ‘client’ i ecessaril 
from agency to agency through the iat pence a 
istration obviously makes necessary. There are those, on h*c 
do not share po opini that this is necessarily bad. As with all eh 
course, any of these must be test i i 
in ion the individual. psu nno yas o d: 
"hree years ago, certain Congressmen drafted a bill whi i 

for a thorough study, under Congressional auspices, of. eR 
services for blind persons as they exist under the several Federal statutes and 
as they are implemented through cooperating state agencies. This bill would 
have created a special, temporary advisory committee to survey public work 
for the blind in the United States. For many reasons, the bill did not reach 
even the stage of committee discussion in Congress. Consequently, the study 
which it would have implemented still has not been made. No agency, 
Federal or state, national or local, private or public, expressed anything but 
support of the measure. Currently, it is hoped that this bill will be reintro- 
duced and passed. In the opinion of this writer, a Congressional study of 
this general problem can prove of infinite value for future planning of serv- . 
I ices to the blind. | 

3. Another current problem influenced by Federal action is that of the 
preferential right of blind persons to operate businesses on public property. 
| Recent amendments to the Randolph-Sheppard Act, Public Law 732, may l 

help considerably in bringing about a working system of priority for blind 


: 


It is felt, however, that the intent of both the original and the amended law | 
to give blind persons priority will still be somewhat weak because of an l 
unnecessarily complex procedure for application to and permission from 
authorities in charge of respective properties. 

It is realized that this national program, long considered to be one of the 
finest employment opportunities for blind persons yet provided under lkr 
American system, could be over-simplified in its administration and, as a res 4 
lead to a new set of evils. However, if the several Federal departments fin 
that the intricacies of multiple authority bear out the fear that blind persons 
in general still will not secure this type of employment readily and be | 
tively, then thought should be given to advocating either a new amen 


to the present law or an entirely new statute. P, 
Such an amendment or such a law would clearly state that no us 
of any Federal department which owns or has control over Federal property 


] right to license any individual or agency to operate a conce 

ees E "e pups unless the public war for bina a: d 
i building is located has certi at the location. : 

uen = sin ate of blind people or that the type of bine M 
jw ble for employment of blind people. Within 


| persons in the operation of commercial establishments on Federal 


i i t suita 
aed lik aol for the blind, there is not complete agreement wi 


the implications o! 


f the foregoing. There are many individuals, most of them 


LIND 
CURRENT PROBLEMS OF THE B 


blind themsel ho consistently o! the element of ownership, 
con! or supervision of such businesses by a state agency. It is oe of oe 
issues of today to determine to what degree handicapped indiv idu 
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ibuti he individual recipients. As a result, brai | 
Les a E blind persons through approximately thirty regiona 
fee financed either through private solicitation or state nom. 
Present information indicates that the majority are not adequately financec 
ing problem. ) l 
mem is not new; it has been growing for — years 
It is also evident that the burden of storage and distribution will become 
overwhelming in the future. This is a grave problem, and unless some 
decisive steps are taken on a national basis soon, the entire program for 
providing reading matter for blind persons may become so riddled with ineffi- 
ciency and low quality service that even service to small numbers of the 
total potential of readers will be badly interrupted. Those close to the subject 
can offer a number of possible solutions, Currently, however, it is has been 
by those in leadership positions that decisions affecting future pl anning 
Fm be delayed until the rather complex problems involved have been 
objectively surveyed. The American Foundation for the Blind and the United 
States Library of Congress have expressed an intention to launch such a 
study before the end of 1955, 
if ; 
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always be solved. Without Tecognition of its ownership, which probably is Jost 
t0 posterity, we conclude with the following bit of philosophy. 
“Of all the problems 


under the sun, 
Some have answers, some have none. 
there is, then find it — 


Tf not, then don’t mind it.” 
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One of the most significant and certainly among the most i 
aspects of work with the blind during cin Are bis been the pops 
increasing extent of international cooperation and w. rldwide interest towards 
the development of improved and extended services. In earlier decades, the 
evolution of new philosophies of educational techniques, vocational oppor- 
tunities or other areas of service often remained unnoticed by those faced 
with. similar responsibilities in other lands. Happily, the present era has 
provided us with a far greater opportunity for full interchange of views and 
experiences, thus allowing the world's blind people to anticipate a more 
rapid acceleration in the improvement and extension of programs maintained 
for their welfare. It might be of interest, therefore, if we briefly observe the 
major events that have occurred during recent years in this all-important area 
of international activity. 

It is recognized that during the early years of the century small scale inter- 
national conferences had been called, principally in Europe, to study specific 
problems of common interest, no overt attempt was made, however, to examine 
the total impact that blindness was making on the social, cultural and eco- 
nomic life of the world until the year 1929, when the League of Nations 
issued its publication Report on the Welfare of the Blind in Various Countries. 

The information then revealed was based on replies to questionnaires which 
the world body had submitted to its member nations. The result was some- 
what sketchy, complete and verified information being unavailable in many 
countries, so that a fully authentic picture of the situation at that time failed to 
appear. Nevertheless, the report served a useful purpose since, for the first 


time, it caused many governments and influential voluntary groups to become 
ble social problem. Simultaneously, | 
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of the world, through a central organization, were to introduce a positive 


program on the inter-governmental level. 
area of interna 


Prom action was taken in the tional voluntary activity 
Later in 1929 the International Conference on Braille Music met in Paris 
for the purpose of compiling a universal manual of braille music notation 
Outstanding success was achieved. The manual and keys then developed have 
pepe ios pr Ed dum served as a boom to blind musicians, 
music teachers and thousands of sightless individuals seeking recreation and 
l — a musisy ppc Pn article I shall briefly detail the measures 
recently agreed upon for m lernizing and expanding the 1929 manual 
In 1931 New York City was the site of a most si ificant i 
j gnificant internatio al 
event for those who work with the blind around the globe. The laterna a 
m D os P Work for the Blind, organized by the American Foundation 
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mum standard to serve as 4 springboa 
Ret for those areas where work for th 
development. Two other factors contributed to the extreme signi 
this occasion. First, the United N; 

Scientific and Cultural Organiz 


U.N. representative, in addition to presenting a useful paper describing 


organization's social affairs Program, also promised full support towards 
ing international governmental 


Second, this International Confer 


the urgency of establishing machinery for continued frequent interna 
collaboration. This view was expressed in the adoption of a resolution 
created on a temporary basis, the International Committee for the Welfare 
the Blind, charged with three major responsibilities: 
l. Obtaining maximum governmental recognition for the adopted 
ram of minimum standards. 
2. Urging the expansion of existing services in countries throughout 
world through U.N. and governmental action. » 
3. Bringing into being a permanent consultative organization for 
national action on the voluntary level. = 
The international committee approached its tasks with enthusiasm, 
activities in cooperation with governmental officials and members of oe 
secretariat lead to the endorsement by the U.N. Social Cnn 
sequently the General Assembly, of the Oxford resolutions whicl gs: 
body recommended for ultimate recognition by all its member nations. es 
taneously, the international committee, joining with world groups ers E 
ing other categories of disability, used its influence towards M xn 
tory machinery within the U.N. for the operation of a su es P. E 
designed to permanently ae Mira of the physically han xe 
including the blind, throughout the world. ia 
i Asa ak of these efforts, a conference was convened ar Pen a: 
in February, 1950, the meeting being held at the Palais Ar ey 
va. It was attended by representatives of the U.N. Bureau dese 
UNESCO, the World Health Organization, the International abor Cis 
zation, the International Refugee Organization, pu ht We 
Children's Emergency Fund. The late Dr. Harold. uer e 
he United Nations' special consultant on the itant onl 
pem E "Th iter served as United Nations’ special consultant or 
disabled. The write 
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welfare of the handicapped, and for measures designed to prevent 
reduce disability regardless of which organ of the U.N. was responsible 
detailed administration of any specific program. This plan, to which all 
interested specialized agencies and many influential non-governmental 
organizations subscribed, received the approval of the General Assembly, 
‘thus leading to the establishment of the U.N. Rehabilitation Unit in th« 
‘summer of 1951. It is worthy of note that the first expert appointed to this 


unit, Mr. Ernst who was made responsible for creating an inte! 
national program 


Jorgensen, 
for the blind, was himself blind. 

Within the framework of this U.N. coordinated program, many notable 
contributions have been made to the worldwide growth of understanding and 
activity in support of the blind. In the area of prevention, special emphasi 
has been laid upon trachoma control. WHO and UNICEF doctors, nurses 
and technicians have campaigned against the disease in several countries of 
i ea Middle East and the Orient. In West Africa, WHO is n " 
taking practical measures to substantially reduce the future incidents 
onc by the dread onchocerciasis (river blindness). The U.N 
Pirate stance Administration, ILO and WHO have teamed to estab 

eee port demonstration center providing a wide range of 
BEP n Dope of the Arab world. In addition to serving a large 
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s E in other ions, ic Q 
Asia, the Orient, and Latin America, Many of aba an — 
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based on the number of the general population in each case. Since the date of 


its inception, the Council has maintained the closest ibl eru 
with the coordinated program of the LN. a 


The Council now enjoys consultative Status with the U.N, Economie —— 
and Social Council and with the U.N. Children's Fund. This | 


Rehabilitation of the Handicapped is composed of officia] representatives of 
the U.N. and all those specialized U.N. agencies which are or should be 
concerned. The Conference of World Organizations Interested in the Hand. — 
capped is composed of representatives from those international voluntary | 
organizations which have a direct interest on the subject, and include such 
groups as World Council for the Welfare of the Blind, International Associ- 
ation for the Prevention of Blindness, International Society for the Welfare j 
of Cripples, League of Red Cross Societies, International Union for Child ( 
Welfare, World Veterans Federation, etc, A standing arrangement has been | 
made by which regular meetings of the U.N. Technical Working Group Es 
preceded by meetings of the CWOIH. By this means, full assurance l 
been gained that the collective views of the voluntary groups will Es j 
sidered and action speedily taken thereon by the appropriate e Be 
U.N. Consecutive conferences of the two groups were held in po 
October, 1951, and September, 1954, and in New York in PE an 
During these meetings many important matters of concern to the 
eae? i i i iversally acceptable defini- 
were discussed, including the preparation of a universally prn 
tion of blindness; a series of resolutions conceming the irae E 
youth; the grant of handicap allowances to the blind and Es zm ‘As d 
capped persons; compilation of statistics and assessment o " i ; 
duction and distribution of technical appliances; and internat programs 
for prevention of blindness. mE 
In the summer of 1949, UNESCO, at the request of po: La. AH 
li ted responsibility for administering a program ‘le aieo 
reris i i hout the world in matters of braille usage. j 
maximum uniformity throughout th ir Clutha McKenzie, was engaged 
prominent authority on braille questions, x em creariat anda E i 
to serve as braille consultant within the UN. di ere was mapped } 
of activities particularly in the area of orthographic conferences) 4 p 
i: a result of decision reached during Hafele ry 1950, to recommend 
of international braille experts decided in the T sign’ principle for applying 
"orldwide adoption of the ‘same sound — sam ing 1951, regional meet 
brailler bols to world languages and dialects. During dus designed 
braille sym s 1 d Montevideo produced agreemen ols 
i in Beirut, London, and Mc ion of braille sym 
pa tos Dine l isting controversies over the allocation 
to terminate long-ex 


i d the Spanis 
3 ibal tongues and dialects, an e 
bens ur latter "n December, 1951, UNESCO decided that contín 
iw a of braille questions should ma : 
satio committee which was created unde 


in the hands of an inter- 
cid aa of World Braille 


INTERNATIONAL SERV 


yisory group to 
hich has since continued to serve as an advisory g 
and whic! 


E Director General of UNESCO. is Council was that an apparent 
uestions which concerned this iem CE pud: maid 
One of the q 7 me revision to the r d ts 
existed for effecting sa international rules c 
- ing sections to the manual so that in : a ia d 
ite hing Eastern music in braille and ‘or — d 
: ed 25 Eun instruments and purposes which = ae meer 
m 1909 "The World Council for the Welfare 4 ps piin anc he 
b ‘Gate i , — with financial assista 
cad 1 pa E in the United States, the United 
pora ge j on Braille Music, 
Kin d Canada, — the International Conference ) 
koren v Jul i 1954. Attended by braille musicians, teachers, anc 
enim vede dl en countries of Europe, North and South America, 
technicians from nineteen cot cel i major pupae: Wk 
iddle East, and Asia, this conference achieved i jor purp 
E e s icati f jised and considerably ex 
is now proceeding towards the publication of a revise wid 
MEI reos while experimentation and research in other areas of braille 
music notation are being pushed ahead. 


raille Council, recognizing the close relationship 
taco v ikr and that discharged by the World Council 
for the Welfare of the Blind, requested the latter organization to recognize 
WBC as its consultative committee on braille questions. The WC WB execu 
tive committee approved this suggestion enthusiastically and promised to ex 
maximum support and encouragement to the work of the new consulta 
tive committee, In December, 1954, the member nations of UNESCO at 
their general conference recognized this relationship and WCWB's overall 
responsibility for joint non-governmental activity. They therefore transferred 
to WOWB, through contractual agreement, apparent responsibility for admin 
istering World Braille Council affairs. UNESCO's continued interest and 
Participation in the worldwide braille program has, however, been assured 
[wi the World Braille Council's continued service as a UNESCO advis 
ory committee, 
It was stated earlier that the dele 
of Workers for the Bl 


materials and cooperati 0 
and the school, These a responsible authority, the 


been endorsed by the Confer. 
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ence of W. izations i 
s pns Y Organizations Interested in the Handicapped and foy 


e further international i 
In 1953 the ICEBY. | n CE 
Ve ) recognize it as a consultative committee, 
nition has been granted so that complete coordination now eue n , 
ary groups which | wellbeing 
of the blind. y oups which seek to fare the s 
In August, 1954, the World Council for the Welfare of the Blind held is 
world assembly in Paris. This represented the first full scale gatherings of its — 
members since the council was legally constituted in 195], Delegations from — 
thirty-two countries participated in the ten-day assembly, together with — 
observers for the U.N., UNESCO, the International Labor Organization - 
and several prominent international non-governmental organizations, The - 
agenda covered the broad field of prevention, definitions, general and voca- - 
tional rehabilitation, economic provisions, technical developments, the needs 


tion was paid to the development of programs in those countries of Asia, 
Africa, and Latin America where vast problems exist and progress has hither- 
to been slow. The resolutions of this assembly have since been E 
received by other international conferences, including CWOIH, U.N. Te h 
nical Working Group, and the World Veterans Federation. Among the more 
important of these resolutions was the adoption, for the first time by a fully- 
international gathering, of a universal definition of blindness which it is 
hoped will be recognized in due course by all governments. This alone will 
represent an important contribution to worldwide endeaver, since it will 
rationalize the compilation of statistics and ensure the provision of services to 
those in direct need. During its business sessions the assembly agreed upon à 
continuing program designed to ensure maximum exchange of information; 
to promote the study and action on important matters of mutual d de 
to encourage official and public recognition of the needs of the blind an 
benefits to be derived from adequate services; and to gain maximum coopera- 
tion throughout the world to achieve the council's aims. This executive 
committee, headed by the Council’s President, Col. E. A. Baker, is composed 
of twenty-three members drawn from every continent and region. 


The particular problems that confront the blind in pes 
gions may find their solution in programs of regional scope. tp d 
is therefore being given to the promotion of regional status an Hard. 
cooperation within specific geographical areas to overcome common 


The Pan-American Conference on the Welfare of the ^ the 
Prevention of Blindness, held in i Pun een ue ew oe 
joi i dacao Para o Livro do , the 
the joint auspices of the Fun Magi ee € 
mittee for the Welfare of the ind of th bai d € 
l d the American Foundation r eh 
"os cine d petis that end. Representatives from twelve coun 
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American region attended and pledged themselves to concerted action 
wang alleviation of distress suffered by blind people throughout Latin 
America. 

In this age, the only hope for peace and progress in the world lies in the 
growth of understanding between people whose area of mutual interest is 
than those areas in which misunderstanding and suspicion can exist 
gars apparent from the evidence of recent years that blind people 
across the globe and those who work in their service on the governmental and 
voluntary levels appreciate this fact. They have given abundant evidence 


of their desire to promote goodwill and cooperation. Surely it is the responsi 
bility of all who seek the cultural, social and economic liberation of the blind 
tolend their support. Thus vitalized, the program of international cooperation 
may serve to open wide horizons of opportunity for the sightless people of 


future generations. 
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AGENCIES AND INSTITUTIONS FOR THE BLIND' 


Da 


America: iati i 
M Rale »1 = of Instructors of the Blind, State School for the Blind and Deaf, 
erican Association of Workers for the Blind, 15 W. 16 
American Bible Society, Department for the Blind, 450 Perk Re Ne olan NOT 
American Brotherhood for the Blind, 257 S. Spring St., Los Angeles 12, Calif. E 
American Foundation for the Blind, Inc., 15 W. 16 St., New York H NY. 
American Foundation for Overseas Blind, Inc., 22 W. 17 St., New York n "NY. 
a ra the Hope” for the Blind, Inc., 1839 Frankfort Ave., Louisville a Ky. 
ssociation of the Junior Leagues of Ameri e 
A AT gui erica, Inc., The Waldorf Astoria, 305 Park Ave., 
Blinded Veterans Association, Inc., 2438 18th, St., N.W. Washington 9, D.C. 
Braille Circulating Library, 704 West Grace Street, Richmond 20, Va. 
Braille Institute of America, Inc., 741 North Vermont Ave., Los Angeles 29, Calif. 
Bureau of Public Assistance, Social Security Administration, United States Department 
of Health, Education, and Welfare, Washington 25, D.C. 
ms National Institute for the Blind, 186 Beverley St, Toronto, 2B, Ontario, 
anada. 
Clovernook Printing House for the Blind, 6990 Hamilton Ave., Cincinnati 31, Ohio. 
Committee on Statistics of the Blind, 15 W. 16 St., New York 11, N.Y. 
E. Matilda Ziegler Foundation for the Blind, Inc., The Matilda Ziegler Magazine for the 


Blind, Main Street, Monsey, N.Y. 
Eastern Conference of Home Teachers of the Blind, 15 W. 16 St., New York 11, NY. 
Eye-Bank for Sight Restoration, Inc., 210 E. 64 St., New York 21, N. T 
Guide Dog Foundation for the Blind, Inc., 1 Continental Ave., Forest Hills 75, N.Y. 


i for the Blind, Inc., S Rafael, Calif. 
Guide Dogs for the Blind, Inc., San afa ali M vul 


Hadley Co dence School for the Blind, Inc., 
dies eet Dun Beacon St., Watertown 72, Mass. 


H P f Perkins Institution, 175 N. 
owe rel Guiding Eyes 11408 Collins St., North Hollywood, Calif. 
101 W. 55 St, New York 19, N. Y. 


Leader Dogs for ae 

i I tional, Activi i 
i S E aey of Congress Division for the Blind, Washington 25, D.C. 
eani Connal of State Agencies for the Blind, 416 Monroe St., Mone Ala. 
National Council of State Executives for the Blind, c/o Bureau of th 


RI. 1 
The National Federation E = Blind, 2652 Sh 
. 16 St, N.Y.C., 1954). j 
nad Industries for the Blind, Inc., 15 W. 16 St., New York 11, N.Y 


asta Rd., Berkeley 8, Calif. 


i 


icensi i ding stands in 

i ies for licensing blind persons to operate ven p 
bi Eo m T vacation homes, City, District and State-wide, t= poe 
satin | " for vernment-owned Talkingbook Machines; lomes ee blind, 
or gove sting and publishing concerns, religious organiza ie serving 


Js for the blind can be pia pays uen 


(American oundation fi 


BEES 


the blind an 
for the Blind in 
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of Neurological Diseases and Blindness, Public Health Service, Wash- 
k, N.Y. 
i tral Park South, New York, 
Blindness, Inc, 30 Cent. W. 44 St, New York, N.Y. 


the iyi e Jnc., 1790 Broadway, New York 19, 


Society, York 17, N.Y. 
Bs P Ey und Secondary Schools; Department of 
' and Welfare, Washington, D. C. " 
31 E. Congress St., Chicago, 5, Ill. 

i e Blind, Washington, D.C. 

Morristown, N.J. . 
E. Panis J Medicine and Surgery, Washington, D.C. 
ini for the Blind, Inc, 332 S. 13th St, Philadelphia, 7, Pa 
‘oundation for the Blind, 55 w To nar = 36, N.Y. 

ind, 154 E. 23 St., New Yor , N.Y. ; 

steely nin Services for the Blind, Dept. of Health, Education 


Washington, D. C. 


LIST OF INSTITUTIONS FOR THE EDUCATION OF THE BLIND IN THE 
. UNITED STATES 


Alabama Institute for the Deaf and Blind, Talladega, Ala. 
— School for the Deaf and Blind, P.O. Box 5545, Tucson, Ariz. 
School for the Blind, 2600 W. Markham St., Little Rock, Ark. 
lanta Public Schools, Dept. for the Blind, City Hall, Atlanta 3, Ga. 
Battle Creek Public Schools, Classes for the Blind, Ann J. Kellogg School, Battle Creek, 


E 


Boston Public Schools, Class for the Blind, John Greenleaf Whittier School, Southern 
Aven Dorchester 24, Mass. 

Buffalo Board of Education, Classes for the Blind, City Hall, Buffalo 2, N. Y. 

School for the Blind, 3001 Derby St., Berkeley 5, Calif. 

Union School District, Classes for the Blind, 111 N. Third St., Campbell, 


inl 


Asam Dept for the Blind, Rm. 605, Board of Education, 228 N. 

UR Schools, Board of Education, 608 E. McMillan St., Cincinnati 6, Ohio. 
Schools, Dept. for the Blind, 1380 E. Sixth St., Cleveland 14, Ohio. 

for the Deaf and Blind, Colorada Springs, Colo. 

pan o£ Public Instruction, Classes for the Blind, 275 N.W. Second St., 


EzE 
g 


t School District, Classes for the Blind, 3700 Ross Ave., Dallas, Texas. 


Schools, Classes for the Blind 232 N. i 
, à . Main St., Da 2, Ohio. 
Public Schools, Dept. for the Blind, Harvey H. mice tay Tonus at 


i 


ir 


for the Blind, Dept. of Educ., 305 W. 8th St, Wilmington 1, 


HE 
EE 


Schools, Dept. for the Blind, 
3 t. lind, 414 - 14th St., Denver 2, Colo. 
Schools, Braille and SightSaving Dept., 453 Sian Aves, Detroit 1, 


fr 
F 


Nea int for the Blind, 3440 Leahi 
D ic Schools, Dept. for the Blind 

^ ae 5, D.C. : 

» Braille and Sight-Saving Dept., 226 N. First Ave., E., Duluth 


Schools, Board of Educati 
tion, Ci 
forthe Deaf and Blind, St. Augue Eie NJ: 


4 
g 


Ave., Honolulu 15, T.H. 
Franklin Adm. Bldg., 15th & 
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P 


St., Fort Worth 
e rth 3, Texas. 
ies ib Norn Class for the Blind, Adm. Bld; Calif. 
Geand Rapids Pubic Schools, Brille Vinewile Ave, Macon, Ga 
"Grand Rapid 4 wm s, Breille and Sight.Saving Dept, 143 Bostwick Ave, N , 
ensack Public Schools, Class | 
s, for the Blind, Broad d 
: lway School, Hackensack, N. l 
DiS, 


Fort Worth Publi 
ublic Schools, Classes for the Blind, Dept. of Special Ed vd 
, Dept. luc., 1212 Elmwood - 
VÀ 


Hawthorne School Di 
Distri 
Hiothorie; Gi fr istrict, Classes for the Blind, Washington School, 
Woon acide d = E^ , 319 E. 12 
Texas. chool District, Classes for the Blind, 1300 Capitol Ave., Houston 
Idaho State School for the Deaf ; ue 
rei Belmont verdure pde 
laana sekol foc nd it Saving See Jacksonville, Ill. 
Poster a Cosdero De x 25 College Ave., Indianapolis 20, Ind. 
19, Santurce 29, P. R. inos Ciegos, Dept. de Sanidad, Carretera Nueva, Parada 
Iowa Braille and Sight-Saving School, Vii 
ra Sebel 'S » n, Iowa. 
I Sch or the Deaf, zd for "s De f- : i 
Jackson Public Schools, Braille and Si E eaf-Blind, Council Bluffs, Iowa. 
i ca, Mich, ight-Saving Dept., 132 W. Washington Ave., Jack 
ersey City Public Sch s i 
: cr cde nod rg € Classes for the Blind, Public School No. 5, 183 Mersellis - 
ansas School for the Blind, 11 i 
Kentucky School for the Blind gar rer pps Kan, 
Lavelle Sc i i 7 Frankfort Ave., Louisville 6, K; 
velle School for the Blind, 221st St. and Pauldi Beh 
Long Beach Public Schools, 715 Locust A 3 lox Ave; MN N 
m, Angeles Public Schools: ves Long Beach 14A 
— Blend Blind and Sight-Saving School, 3232 University Ave., Los Angeles 7, 
Secondary Blind and Sight-Savi Cl Ange! i 
Louisiana State School for the Blind, ning ae re y R eX m 
Louisiana State School for Blind Negroes, Southern Br. P.O Bes Roe u^ 
Mabland School for the Blind, Taylor Ave oie 6 Mae E 
Michigan Employment Institution for the Blind Saginaw, Mich 
Michigan School for the Blind, 715 W. Willow St. Lansing 6, Mich 
Milwaukee Public Schools, Dept. for the Blind, nu No. 10th St. Milwaukee 1, Wis. 
Minneapolis Public Schools, Dept. of Sight Conservation and Braille Educ, 
807 N.E. Broadway, Minneapolis 13, Minn. 1 
Minnesota Braille and Sight-Saving School, Faribault, Minn. 
Mississippi School for the Blind, R.F.D. #7, Box 300, Jackson, Miss. 
Missouri School for the Blind, 3815 Magnolia Ave., St. Louis 10, Mo. 
Montana School for the Deaf and Blind, Great Falls, Mont. 
Montclair Public Schools, Dept. for Blind, Hillside School, Montclair, NJ. 
Nebraska School for the Blind, Nebraska City, Nebr. 
we ig Schools, Braille and Sight Conservation Classes, Newton Street School, 
ewark, N.J. ewark 
New Jersey Commission for the Blind, Educational Services, 1060 Broad St, N 2, 


sually Handicapped, Alamogordo, N.M. 
Classes for the Blind, John Dibert School, 4217 Orleans 


Education of Visually Handicapped, 110 
New York 69, 


N.J. 

New Mexico School for the Vi! 

New Orleans Public Schools, 
St., New Orleans 19, La. 

New York City Public Schools, Bureau for 
Livingston St., Brooklyn 1, N.Y. 

New York Institute for the Education of the Blind, 999 Pelham Parkway, 

Blind, Richmond Ave., Batavia, N.Y. f 
eaf, Ashe Ave., Raleigh, hee pak 


School for the Blind and the 
Blind, Rehabilitation Center, 


orth Carolina State 
Hotel Bldg., Raleigh, N.C- 
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the Blind, Bathgate, N.D. 

d 12, Conn. ! 
igh St. Worthington, Ohio. 
the os agen kl: 

Negro nstitution, 
Blind, 700 S. em, Ore. : 
d rod ipe 64th St., and Malvern Ave., Philadelphia 31, Pa. 
Paterson Public Schools, Dept. for the Blind, School No. 2, Paterson, NJ. 
Institution and Massachusetts School for the Blind, 175 N. Beacon St., Water 
Court School, 2033 N.W. Glisar 


M Re $ed Classes for the Blind, 


Portland 9, Ore. 3 
Royer-Greaves School for the Blind, S. Valley Road, Paoli, Pa. : 
Sacramento City Unified School District, Classes for the Blind, P.O. Box 2271, Sacra 


10, Calif 
e eal Pulli Schools, Dept for the Blind, St. Cloud, Minn: 
Francisco Unified School District, Classes for the Blind, 135 Van Ness Ave., San 


2, Calif. 
Unified School District, Class for the Blind, 451 W. Joa 


538 Jefferson Ave., Redwood City, 


a St 


£ T 


quin Ave., San 


i 


County Public Schools, Braille Class, 
‘Ana Public Schools, Classes for the Blind, 1528 French Ave., Santa Ana, Calif 
Carolina School for the Deaf and the Blind, Spartanburg, S.C. 


Dakota School for the Blind, Gary, -S.D. 
City Unified School District, Classes for the Blind, 9516 E. Longden Ave., 


fof 
HH ef 
E 


i 


n 
EF 


Calif. 
for the Blind, 115 Stewarts Ferry Pike, N shville 14, Tenn. 
the Bind, W. 458 St, Austin "rmn aum 
an an School, 4105 Bull Creek Road, Austin, Texas. 
the Deaf and the Blind, 846 - 20th St., Ogden, Utah. M 
for the Deaf and the Blind, Staunton, Va. 
B — 
te or the Blind, 2214 E. 13th St., V / 
W ; nd, t., Vancouver, Wash. 
Wer Vi Pennsylvania School for Blind Children, 201 Bellefield Ave., Pittsburgh 13, Pa 
Wen Virginia pde s for the Deaf and the Blind, Romney, W. Va. » 
Virginia. n Pr Colored Deaf and Blind, Institute, W. Va. 

ee o io ORE igi n 1900 W. State St., Janesville, Wis. 
em n Jj . for the Blind, Rayen School, Ohio and Benita Aves., 
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often the most neglected, especially when considered in terms of 
potentialities. 


DEFINITION AND CLASSIFICATION OF THE SUBJECT 


Before going further with this problem, we must understand what we 
by ‘partially seeing’. The term is rather difficult to define since no 
definition is universally acceptable. Ophthalmologists do not agree 
themselves on what constitutes a partially seeing person. There! 
our purposes we shall consider the following groups in the classificati 
‘partially sighted’, bearing in mind always that although it is wise to h 
certain standards of identification, each individual must be consi 4 
ing to his ability to function, regardless of the nature or degree of his 
defect. * ; 

1. Persons having a visual acuity of between 20/70 and 20/100 in 

better eye after all medical and iae e has been provided. E. 
2. Persons with serious progressive eye difficulties. 48 
3. Persons suffering from diseases of the eye or diseases of the body | 
seriously effect vision. <a 
It is, of course, difficult to determine exactly the number of individuals 
may be classified as partially seeing. Surveys have been made, however, 


one child in five hundred of the des 
or approximately 60,000 children, 4 I 
g. The average number of partially 
both the number and severity of 


constitute an important group of indi 
ibility of the school, in order that this 


may or may not be able to overcome. Such a program mus 
ae realization that these children have the same needs as the normal 


ee program must be considered tentative and must be continually 

evaluated in the light of experience and changing social conditions. 
ially seeing children are unable to profit from many of the educational 
ies that are provided for the child with normal vision, and educa 
tional methods and materials provided for blind students are equally un 
us "Therefore, it becomes essential that the special needs of these 
be considered distinct from the needs of the child with normal vision 

às well as from those of the child with no vision. 

In order to meet the special educational needs of these children, special 


grams constructed and admini classe: 
institutions for the blind aap he the child with normal vision or in 


and practices for educating blind children, 


à $ visi H stitution and M: 
cC pd and Menard in 1909 to make a mile gnare 
^on hice De Importance of the probl acquainted with the myope scho, 
Similar 1 to the United problem from his own educational pe schools. 
ther serious ene’ not irap Selen recommended oe 
eye difficulties, ghiy myopic children, but fae e 
rit 
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by other children This arran i 
y oth y gement resulted i grega 
In Septem ber of the same year, on the recommend AA of pot. B. Irwi 
then in charge of Braille classes in the public school System of Clevelan . 


activities with regular grade pupils, As other school s ized classes 
A : : ystems organized 

in the United Sta tes, these were conducted either on the Moss iii or on 
the Ohio plan. 


Numoer oF CLASSES ron PARTIALLY SEEING CHILDREN sy STATES 1954-55* 


State Number of Classes State Number of Classes 
ARIZONA .. EE - 1l NEW HAMPSHIRE .. Ve 1 
ALABAMA 4 NEW JERSEY ... 17 
ARKANSAS 1 NEW MEXICO .. 3 
CALIFORNIA 4 NEW YORK .... 117 
COLORADO ' NORTH CAROLINA . 4 
CONNECTICUT ... : NORTH DAKOTA . 1 
DISTRICT OF COLU HA, OHIO | AE 61 
FLORIDA ........... 4 OKLAHOMA ... e 
GEORGIA PENNSYLVANIA 35 
ILLINOIS ....... RHODE ISLAND .... H 
INDIANA . SOUTH CAROLINA 1 
IOWA ..... n | 
KANSAS E 10 | 
KENTUCKY . 11 | 
LOUISIANA 8 
MAINE ....... WEST VIRGINIA . 1 
MARYLAND ... WISCONSIN ......... " 
MASSACHUSETTS TERRITORY OF H 2 l 
MICHIGAN . 27 aalas Ti 639 
MINNESOTA 37 states, D.C. & T.H. .. ceci] dae 
MISSOURI partially seeing. . 


The first sight conservation class in New York City was established = : 
public school in 1915. Two more classes were opened in July rn E 
Board of Education, feeling that the experiment had been successful, e a | 
ized the addition of a larger number of classes. The growth was hun d 
1921 there were twenty-seven classes and today there are wa pe Bae 
accommodating 1930 children in elementary schools, junior high 1 schoo! 
high schools. The cooperative plan is followed in New Yol nie A. 

The rapid growth of the sight conservation movement was p to E 
nition of Board of Education that these children with baia ine m e 
could not with comfort read the fine print of textbooks, or who cou 


j ) F ed only in the 
*Does not include states where partially seeing chidren ET e e ze 
tional Society for the Preven! 


. Approximate total enrollment (in special clas 
PE blind and parochial schools. Courtesy of the Na 


of Blindness. 
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board, in some instances developed serious maladjustments | 
iade ia problems and required medical attention and constant 
the eyes but that they were profiting 


‘supervision i care and use 
m el school program with educational materials and pro- 


ei for their particular needs. 


CATING PARTIALLY SEEING CHILDREN 
District oF COLUMBIA 
Hawan 1954-55 


Facinrries For EDU! 
IN THE UNITED STATES, 


AND TERRITORY OF 


Compton, Hawthorne, Long Beach, Los 
to, San Diego, San Francisco, San 


COLORADO: Denver 
CUT: Hartford, New Haven 


CONNECTII 
DIST. E Washington 
FLORIDA: Escambia Co., Ft. Meyers, acksonville, Miami, Orlando, St. Petersburg 
(in s Fans ran ox! nville Miami, Orlando, St. Petersburg, 
H anta 
ILLINOIS: Alton, Aurora, Champaign, Chi i i i 
y A " gn, cago, Chicago Heights, Cicero, D: (ille, 
ri EANAN East St. Louis, Elgin, Evanston, Freeport, anibani, Le 
m e La Salle, Normal, Oak Park, Ottawa, Pekin, Peoria, Quincy 
INDIANA: East pe Springfield, Villa Park, Waukegan, West Frankfurt a 
IOWA: Peis p. For Wayne, Gary, Indianapolis, South Bend 
KANSAS: Hutchinson, Wichita 
: gton, Louisville 
ARANA: Baton Rouge, New Orleans, Shreveport 
MARYLAND: Balti : 
MASSA Bare Montgomery Co., Baltimore Co., Prince George County 
Lynn, Medford, New Bedfe Hyde Park, Cambridge, Chelsea, Fall River, Lowell 
GAN: Battle Creek d Quincy, Salem, Somerville, Worcester. = bees s 
MEN a Hid Denbo, Dents Fans, Fendal ^ 
Pontiac, Saginaw ck, Highland Park, Jackson, Kalamazoo, pu 
: Chisholm, Colerai , ; 
MISSOURI n pni Winona e, Duluth, Faribault, Hibbing, Minneapolis, St. 
NEW HAMPSHIRE: Man City, St. Louis 
NE : 


NEW MEXICO Marae: 


NEW YORK: Al gordo 
+ Albany, Amityvill 
ville Jamestown, Kenmore, Lacka Amsterdam, Binghamton, Buffalo, Endi 
NO, » Schenectady, Sy wanna, New York City, Nia Fal Endicott, Hicks 
NO. CAROLINA: “ay, Syracuse, Troy, Utica, Yonkers, Mt agara Falls, Poughkeepsie, 
ORI ROTA: Bathgate » Greensboro, Winston-Salem — EDEN 
| Qon, Alliance, Ash 
land, Cleveland Heights, iam Barberton, Canton, Chill i» 
I "d lumbus, Da: icothe, Cinc , 
Newark,” ronton, Lorain, Mansfeld, yton, East Cleveland, F. innati, Cleve- 
Warren Oak Harbor, Portsm E Marietta, Marion, Martin remont, Hénsilios. 
} OKLANGn gangster, Banane » Sandusky, Springfiel d ns Ferry, Middletown 
l OREGON, (iie City, Oklahoma Ci » Steubenville, Toledo, 
PENNSYLv, r-grade placem ma City, Tulsa, Muskogee 
Tae RAANIA: Erie, Farell, Havel 
y Reading, Seaton m». Kingston, Lancaster o 
» Sharon, Wilkes-Barre — erbrook, Philadel- 
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RHODE ISLAND: Provi 
SOUTH CAROLINA: Charleston 


: S i 
W. VIRGINIA. Hune cattle, Spokane, Yakima 
SCONSIN: Eau Claire, i i dd 
Stevens Point, Soret, Was m oe Mind Mimi 
WYOMING: Citinerant-teacher plan) 
TERRITORY OF HAWAII: Honolulu, Kauaii 


ADMINISTRATIVE ProsLEMs 

The primary problem in the e 

question of case finding and 

procedures is the partially sighted child found and referred to the 

ate class? How adequately do these procedures reach all of the chil 
with visual defects? How adequately do they exclude from special cl 

n 

An adequate and comprehensive procedure for assignment of visually 


handicapped children to special classes should be based upon a p 
eye health for all school children: 


1. All new entrants to the schools should be given a vision test 
of the health examination, 


2. The vision of all school children should be tested annually. Such 
ing should be for the purpose of discovering children with deviations 
the normal. Classroom teachers can be taught to do this testing satis 
but it is essential that they have special training in the correct t 

and that the testing be done under standard conditions. ‘ 


3. Children whose visual acuity is less than 20/40 (Snellen measure 
or who are found to have other deviations from normal vision should 
ferred for ophthalmological examinations. Information regarding di 
for administering vision tests can be obtained from the National Society 
the Prevention of Blindness. 


4. Classroom teachers and school nurses should be constantly alert 
symptoms of eye difficulties, such as styes, squints, photophobia, i 
tion of the eyes, etc., and such cases should be referred to a treatment a 
for examination. 


5. A supervising ophthalmologist, certified by the American Board } 
Ophithalndlogy, should be assigned to school staffs; his duties include th 3 


E by 
reviewing of eye reports of all children and the responsibility of making 
medical recommendations to the school authorities. 1 

. The vision report, after being received by the supervising ophthal 
E Lud be ub the supervisor of classes for the visually hand cap 
for the purpose of making a case study to determine such am eer 
tinent in making a final decision as to school plene hs 
should be the joint responsibility of the educator and of the op! 


t be made on medical 
] factors as well 


actual classroom 


i servation class should not be 
i Ea. depend upon social and educationa 
1 i dures are preliminary to the 
Bel: Sed child and all are important in prov id 
Meque background for planning his educational program. 


PATTERNS For EDUCATING THE PanriarLy SicnTep CHILD 


A number of different educational programs have been initiated to pro- 
vide adequate education and guidance for partially seeing children. 

1. Partially sighted children attend schools and/or classes for the blind 
The disadvantages of this type of placement far outweigh the advantages 
Partially sighted children are sighted children. The avenue of perceptions is 
through the eyes. Educational media and methods designed for blind children 
are not suitable for the child who has sight. 


- 3. Partially sighted children attend segregated classes in the public schools 

This type of class placement, although more desirable than placement in a 
school or class for the blind, results in a type of segregation that is undesirable 
and not in consonance with what is considered to be the best educational 
planning for the total growth and development of children, since it is an 
fact that children learn a great deal from one another. Participation 
in p activities of uy seeing children of his own chronological 
age and development is a very valuable part of a child's education. 


3. Partially sighted children attend regular classes in their home communi 
ties and are serviced by a travelling teacher. This plan is used in Oakland, 
Seca d is being experimented with in certain other localities, mostly 
a pues Partially sighted children are registered in regular 
tique of r home communities. A travelling teacher trained in the tech 
wet peering the partially sighted child serves not only as a consultant 
à eae teacher but she also ‘coaches’ the handicappe dc hild 
n. servation methods, equipment and supplies. The travelling 
T ET uM for one hour each week. The key person in the 
"soin n e regular class teacher. Unless the travelling 
phan anding and cooperation it is doubtful if the plan 


4 Partially sighted pupils attend a coo 


program of educatio; 
although registered in a M da 
e regular class with children of normal 


ec the seth requiring class à 
Ei B and E sello ge ET S done in the special class 


ER welling trained and qualified 

taken in the regular 
partially sighted child 
her. Each must work 


] attenti 
i to program 
plication and con. 
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Pnysicar, Facturres 


If possible, the school selected for a sigh i 
le, jl s SAt conservation class sh 
modern design, located in a pleasant neighborhood, and convenient ae 
portation facilities, It jg desirable for the school selected to have an outdoor 
playground or to be within walking distance of a public park, 


l. Location. Second floor usually desirable, Prime consideration — 
of children moving about the building. North or northeast exposure 
preferred; should receive sunshine part of day. 

- Size. At least the size of a regular classroom; however, 1Y, units are 


N 


and to utilize to best advantage the materials and equipment. 
3. Windows. Unilateral — left of pupils. Shades — translucent, double 


4. Lighting. 50 foot candles — fluorescent lighting recommended as itis 
controlled by photo-electric cell Light meter essential equipment, 
5. Color Scheme. Grey-green; grey-blue; dull mottle finish on ceiling, 
walls, woodwork, chalkboards, desks; color of desks — light (for good 
reflection value), 
6. Blackboards, 4 panels, front of room preferred. 
7. Wardrobes. Individual. Cubicles — individual ones — size for pupils 
to store books, materials, personal property. 
8. Bookshelves. Closed — not glass — adjustable shelves. - | 
9. Sinks. With soap dispensers — important part of class-room equipment. 
10. Lavatories. Adjoining classroom. 
ll. Storeroom. Attached to classroom. v 
Bulletin Boards. Rear of room and side of room opposite windows. 
13. Electrical Outlets for Talking Books, Tape Records, Radios. - 
14. Other Equipment. Adjustable desk—seat units with 20 degree tilt a 
work table with chairs; kindergarten table and chairs; pew ame 
and chairs; book stacks; map rails; filing cabinets; clay containers; 


containers. 


ORIENTATION I 


é Ho. t 
When a sight conservation program is introduced into a E a ei 
that everyone who is in anyway concerned with the social, p puc A a 
and intellectual development of these children take an active p 
orientation of the child and his parents to the program. ER 
The problem of coordinating thie a a Ae 
- lar school must be met. Meetin pe 
pecie di à ned. E teacher, whether regular or specíal, d 
of teachers should be planned. Every ; wh eh 
is res ible i whatsoever for educating a parti. chil 
és eye rs be understand her particular obligations to these 
mus | 
1 i of the sight 
kn rincipal of the school is the key person s m Wer pie 
senivaioe program. It is his xe MA E Ms then dE 
b the sig ; 
en the regular class teachers an ies 
jn natal to see that each group understands the scope respon- 
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[ rinci nee? 

pph ed bout the program and cooperate 1n it. 

The he orientation of the 
child to the sight conservation program. 


partially si 
f prad ly sighted child is admitted to a sight conservation class 


‘the social worker should take certain steps: 

1. She makes a complete study of the child’s school record, ophthalmologi 
-cal report, personality, home environment, adjustment to handicap, and any 
other factors pertinent to the determination of special class placement. 


2, She visits the home to interpret to the parent the ophthalmologic al 
report and to explain to both parent and child the need for transferring the 
child to the special class. 

3, She arranges for any transportation and/or guide service that may be 


4 She makes arrangements for the parent and child to visit the sight 
conservation class. 


5. She follows up the child and his family b i iodic visi 
à y by making periodic visits to 
the home to assist the parents with any problems they are meeting. 
c! acts as liaison between the home and the school. 
a child is officially admitted to the sigh ati 
l the sight conservation class, the 
teacher vra ed certain facts about him, e.g. age, vision record, health 
record, y history, experience with other groups (in school and out of 
> c ccm interests, hobbies, etc., — all information whack: will influ 
kr uin 54 her program to the individual needs of the particular 
Eus e EL ume with u information before the 
*nrollec er able to arrange for a valuable : à 
When the E parents when they come - ndr. E" pe 
s ie tg Seeder Es i m is teacher should be given 
ron 2 rried, relaxed interview with the p: 
another and to pha isdem nii and teachers to get to a sei 
à eir resou i 
em e happiness and success of the child rne d "- 
Vit he aa a, 1s wise to give the parent and child an o i ; 
the greater part of Ww =e also the regular class where the hild will e E 
that both v. e day. It is important for bo ete 
^ regular and special t or both parent and child to realize 
these children, eachers share the responsibility for ionis 


Curry 
CULA, 
p cun AND METHODS or INSTRUCTION 
HT CONSERVATION CLASSES 


|, The problem 
n M 
«d ie die tated te s partially sighted child is not th. 
ds of the indivi dual 2 ut of adapting existing curri at 
child, However, the materials wn : 
instr 


Oo meet the 
uction used 
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by Partially sighted chi 


children with normal anne differ to some extent from those 


Bulletin ty i 
assignments wi 
system. 
of close eye work, most Bp reducing the 


often illustrated by sound effects to make the reading more lively and 


tance in the education of the partially sighted as well as in the education 
the sighted. Tape Recorders are not only valuable tools, but they 
practical and economical since the tapes can easily be erased and used 
and again. Classes equipped with a machine and a basic supply of 
are able to make and use a large number of recordings in highly f 
ways, e.g. recording of radio programs for future use, providing ma 
study, recording broadcasts of historic events, forums, interviews, dram 
tions, etc. The tape recorder is very valuable for preserving material to share 
with other teachers and pupils, thus saving hours of precious time. 
The radio, too, is a teaching device of great importance in stimulating í 
enriching classroom instruction by supplementing the work of the 
with materials not otherwise available. It also affords these children 
ences which improve communication skills and contribute to personal 
social growth. 1 ^v. 
The phonograph, another auditory aid, is used extensively in inst 
partially sighted pupils. Many phonographs are equipped for multiple 
of earphones, permitting several pupils to listen while others are eng 
in other activities. i 
These sensory aids do not and cannot replace other proved teaching dev 
They are of value only insofar as they enrich instruction. I 


Tue Sicut Conservation Chirn in THE RecurAn CLASSROOM 

When a sight conservation child is assigned to a class in the regular 
program, it is the responsibility of the sight conservation teacher to P 
the regular teacher with as much information as possible concern ng 


capped child. The special teacher should interpret the ophthal 
on the child to the regular teacher and instruct her as to the 
n child's desk. The special teacher will 
vileges the sight conservation child is to 
desk so as to get better 


i auditorium, the substitution of 


For example, some children are troubled by ligh is i 
t. This is especi : 
of albinos whose eyes lack sufficient pigment fa thet oet E T “hil 
dren are, of course, more comfortable in a less bri cim t of je — 
A child who has a cataract in th Edna 
E as a ca e center of the lens may also see bette 
away fro the bright side of the classroom be pi a’ 
inte ig ener m because the pupil of the eye is 
gti vision yet have difficulty seeing in the auditorium 
ce symptoms are often indicative of a disturbance of the 
The myopic child i i 
Eo sun is usually a good reader and fond of books 
; Ele nes This is easily understandable sinc if 
ap sem a bean-bag until it is almost o i evi 
expect to aad i n top of him, he cann 
must be watched. Because he E e. a jeu en myopes petu 
1 ys doin aS ae : 
Fs anche ae bis ace or Tue I mb. iia nox ye = aes 
children. lt is of ngle, and book easels should beu Ed forthe 
specific Eu rence that the teacher gs eed gs jaa 
ol sinis t Pp opiaiologits concerning ihe linit ir 
i to E ren whi a avon 
mating Lae diving, et mediis i enemies 
dicil e far-sighted child. This i i 
ilia E SU because of his on 3 is the child who is apt 
es Tri stant efforts to acc 
ny whom he . It is much easier for hi ara 
is attention focused gei clearly across the room than "vx ri throw a spit- 
iods of close eye work ed page on his desk. F "Er Y » kn 
; periods should be pla aa eae this child she 
of oral and acti planned which "s 
] child with nysta and active wor are alternated with 
MEE eres] ees his a Pent dificulty to susti 
him longer to es his place when i stain fixation. He i 
ae is ist 
à printed page, bec ding and who, bec. e uid 
Mithermust know that merch teen bored, restl fees at cary 
a task, or ars {hat this child should be all ess and indifferent 
some adjustment allowed a longer ti N 
must be made in th esa 
the amount of 


ph 
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by the pupil in order to see his classmates, his teacher, the black 


d ad g g 
maps, etc. is fati uing and often leads to undesirable behav. 
10r as a release 


ary, maps, etc. It is the responsibility of the special teacher to see tha 
a t t the 
sight conservation child has been taught the necessary study skills in order 


is allotted to any other child in the regular class, 


Most of the developmental aspects of the reading and mathematics program 


Record KEEPING 


Since effective guidance is based upon the carefully determined character- 
istics and needs of the individual, an adequate record of pupil appraisal 
should be kept. 

The progress and devolpment of children in sight conservation classes 
should be evaluated on the same basis as is the progress and development of 
children with normal vision. Each child must be considered individually and 
evaluated according to what can reasonably be expected from him in the 
light of his mental, physical, social, and emotional development. Such an 
evaluation should include the following: 

Vision Record. A complete record of the pupil’s visual history should in- 
clude date of last eye examination, visual acuity (uncorrected and corrected, 
diagnosis, prescriptions, pathology if any, oculist's recone am a4 
should wear glasses constantly, should wear a patch, should be limited as 
physical activities, etc.) ET 

Intelligence Record. It has been found that it is pen pee pi 2 | 
test partially sighted children by means of the group "i: prar | 
children with normal vision because of the possible difficulties of print, 

llotment, and nervous strain. Em ; 

i Partially sighted children should be tested on an individu e Mee 
ford-Revision of the Binet is found to be practicable or testing e 
: ation pupils. These tests should be administered by a tained psyc 
Ed The dm standard of admission to a sight conservation class should 


be 75% I.Q. 


*: 5 j . Perhaps it is fortunate 
Academic Ability, and Achievement, and phon for measuring the aca- 


tandardized achievement tests are avai r í 
asser of our visually handicapped pupils. When standardized achieve- 


ned to concentrate their efforts on 
sed by such tests. While stan- 


nts we now have, it 


incli 
tests are used, teachers. vimm 2 
ud iie ES eel measuremen wat el 
odia follow that all other methods are entirely h j oi 
core a be constructed which give considerat ae 
E ue pm the recent experiences of particular children. 
Thee E value in determining to what extent short-term 
een pm individual progress envelopes as a means of helping 
evaluate Ban n growth. In this envelope are kept samples 
mud all Tinds. From time to time the material in this envelope sig 
studied, by the child with his teacher, so as to determine in w hat ane Gs 
child shows progress, as well as to discover where improvement can ade. 


Records ial abilities and disabilities. Anecdotal records should be 
kept. E wee of a school year the teacher should note behavior 
which are indicative of a child’s social, emotional, physical, or moral 
eel On the basis of these notations a functional guidance program 
aa E manual work produced by the child should be analyzed 
both as to the ideas expressed and the techniques of expression used. 
Productions which cannot be preserved such as oral communication, drama- 
tizations, achievement in music, etc. should be analyzed and notations made 


n the analysis. 

child's stage of development should be gauged by such evidence as 

his willingness to explain and discuss what he has painted, constructed or 

written; his confidence in joining with the children of normal vision in their 

study and play activities; his ability to lead and Follow; by the spirit in which 
accepts criticism; and his willingness to approach new ventures. 


Other Data. The record file of each child should also contain data concern 

Een socio-economic background, family relations, agencies 
child is known, as well ts f i 

NE uS soma well as reports on conferences held with the 


terested in the child's welfare. 
All a data gathered should be passed on from one grade level to the next 


and from one school level to the next higher level. In this way 


à very significant file showing the growth of the pupil is accumulated. 


* Tue Guiancr CouwsEron's Rore 
Ee oy handicapped pupils should make provision for 
Counseling eat m trained counselor who is familiar with the needs 


is it true that the cl i 
assroom teacher is usually the key i 
: y person i y 
m there are occasions when she feels the need of ure 
ance counselor in his contacts with 
e teach i 
Mene aspect D the classroom Situation. Partially sidus ae ripe 
] Bs, drives, and emotions as other chi] gehn ANM QN 
teachers and Counselors not to confuse emotional p, RB i le 
nal problems growing out of 
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the handicap with those stemmin from sc i 

mental factors. It is important fon both the teaches ad 
discover whether or not the basic reason for disturbance is traceable 
other than defective vision, and to recognize that all Was the total 
picture must be considered if the child's problem is to be solved Mee 


> 


Carefully planned articulation rocedures bridgi 
ies level to another are an eee part of any ie 
ally nandicapped pupils. It is wise to have an articulation card, con 
essential information concerning the child, precede the child to the next 
school in order that the best possible program can be planned for him in 
accordance with his visual and other needs. The guidance couselor should not 
restrict his services entirely to pupils in sight conservation classes, but should. 
extend his services, when necessary, to pupils in regular classes who, although 
they have a visual defect, do not meet the requirements for special class 
placement. ; 

A special function of the guidance counselor should be the follow-up of 
pupils formerly in classes for the visually handicapped who, for one reason 
or another, have been discharged to regular classes. It is entirely possible, 
especially in large city school systems, that the teacher of the regular class 
will be unaware of the needs of these children. The pupil is frequently re 
luctant to reveal his handicap in a new environment, and as a result he finds 
himself in need of help. The counselor visits the school, discusses the pupils 
needs with the grade advisor or the principal and arranges for any 
modifications in materials or programming. In every case the importance of 
the pupil's participation to the fullest extent in all activities insofar as his 


handicap will permit must be emphasized. 

Another facet of the guidance counselor's work is to keep teachers alerted 
to the most recent publications inite field of guidance of the partially sighted, 
— books, pamphlets, guidance films, etc. 

The guidance counselor's duties should also include plans for the follow-up | 

i ion cl A knowledge of the degree to 
of all graduates from sight conservation classes. owledge of t 
which partially sighted people succeed or fail in achieving lue e 
is extremely helpful in planning future curricula and pogana er | 
and guidance, and serves to keep the educational and vocatio pi P 
all partially sighted pupils in line with current prca s aer : 
industry. At times it may become necesssary for the gui n e ee a 
orient employers to the acceptance of the fact that very ees p 
persons can function as satisfactorily as the normally sighted. 


N PROGRAM 


me d the 
A cooperative form of supervision. between school prc b. : 
supervisor of a community's sight conservation program c dens 
"A satisfactory results, the principal giving the "E pot he pre rat 
these classes as is given to the regalar tes his: hus ppm 
hat deals with the special ] , grou 

heiss A oec services should be furnished by a supervisor m 
of the special program 


and should consist of: 
: — 


Supervision oF A SIGHT ConsERVATIO 
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J, Organizing classes 
2. Assigning pupils to sigh 


3, Transferring pupils from 


t conservation classes : 
the sight conservation program to the regular 
| 4, Arranging for ial equipment and teaching materials 
5. Arranging for group and individual conferences with teachers regar 
ing the special work of these children 


| 6, Arranging for the care of special problems arising from visual difficulties 
1 through the services of a social worker and guidance counselor 
7. Arranging for payment of carfare and guide. 

| Teachers in the regular classroom program have little knowledge of the 
specific problems which relate to the needs of the partially sighted « hild 
Since these teachers share the responsibility for educating these children, it 
is incumbent upon supervisors to plan for in-service training programs for 
such teachers. Such a program should include plans for instruction in viste 
testing; a study of methods for the detection and care of eye disorders 
ee he dia of the eye clinic; methods in adjusting 

: and programs; materials and equipment for par 
| E and information concerning literature related to ibe necd 


DISCHARGE FROM A Sicut CONSERVATION Crass 


The procedure for di: 
e scharge from a sight conservati 
l no less definite than the enrollment D e and ibo láp n d 
entm of ll the factors involved n 
m should be E t H . . J 
gum in ucc periodic re-examination of eyes to determine 
E: < D 3 of continued special assignments and whether 
a g g satisfactorily. Reclassifications s pee 
en E ^ ele e cations E be made when 
, a more satisfactory adjustment ca: 
Provision should th dh Ke 
Ed Ere be made for a review of each child' R 
study or year to determine whether any modificati a em a 
ee o class placement ape Ai ifications in his course of 
vati : e p inuation in a sighte 
all the ph " not be automatic, but should a sighted conser 
l al ind educa , ou! result from a consideration of 
ysical ional factors involved in the ia, 


Summary 


It is importan 
t that candid A 
as early as TN idates for sight = 
possible conservation pl: : - 
sary E bid fecal a ume children who sega can 
tional faciliti ach to learning, may be provi ‘able to prolit 
Sei sie ketone em ston n 
Ortunately, most chi n they would receive i ation which 
in the , t children with vi eive if they had 
is regular cl visual defect | normal 
PY bet, esa sight conces deme EOT Rune LA va 
servation classes should be e bitched, loss 
stablished. 
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In sight conservation classes the program is integrated with 
the regular school; the children imd iei dice for all caia 
they are able to function visually; for other studies they receive individual 
attention in the special sight conservation room from specially qualified 
teachers under the best possible physical conditions, This plan prevents segre- 
gation and over-protection and brings about an emotional and social adjust- 
ment that assists the child to become an accepted and contributing member 
in schoo] and community activities, It is essential that the safeguarding of 
the whole program of sight conservation and the qualifications for proper 
placement be clearly understood and adhered to. 

A sight conservation program must provide a classroom where a specially 
trained and qualified teacher and special equipment and methods enable 
partially sighted children to live and learn as normally and as free from strain 
as possible. It must be understood that sight conservation classes are not for 
behavior problems, socially or emotionally maladjusted children, or for chil- 
dren of retarded mentality. 

Whether partially sighted children are in special or regular classes it is 
important that attention be focused on their individual needs, They must be 
provided with an environment and experiences which will develop their 
potentialities for fine personal and social adjustment, Many of these poten- 
tialities can be met in any class group which is under the guidance of a 
teacher who is sensitive to the needs of all children and who understands how 
children grow and develop. Others, however, are very difficult to realize in Fe 
usual school situation unless special provision is made. Provision il 
development of partially sighted children is very difficult in ordinary wl 
rooms unless teachers are especially alert to the needs of partially sigh 
children. A 1 

The success of the program is dependent upon the interested RM 
and understanding of all concerned with the total development 


children. : s . 
Sight conservation classes fill a very definite need in our educational 


programs. 
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be educated and prepared for life in a seeing society. This is best accomplished 
le child can be kept in public school and in contact with the usual 
of living. 
an iit needs of these children can be met in a variety of ways. 
The problems peculiar to the locality as well as to the individual child should 
be considered in the choice of program. 
In the traditional class plan children are enrolled in a special room where 
the teacher oum their program and schedules part of their work in the 
regular grades. In the re class plan childr lled in the regu- 
MN LAE Eas dar they need addicta 
bs use a special resource center supervised by a trained teacher. Details 
B nint class plans may be found in the State Circular 
Children sual ems. 
he itinerant teacher or contact ich wi i es the 
bis help a partially seeing ee m a e pes 
$ er is enrolled in his regular grade in the school nearest 
"it : E k efits ‘vier the cooperative effort of the classroom teacher 
cut of T" er working and planning together to meet his needs. In and 
: ; € associates with the children from his own neighborhood. 
not placed on his diff 
bded s differences and, as a result, he has an oppor- 
Pn mente 7 Ply and to become : ad 
, This plan which oe. 
às proved 


a well adjusted, active and partici- 

i n quite successful in some urban distri 
E lite n districts may, 
Ee s n stered, meet the needs in rural ae 
ugh partially seeing children in a small community 


, No. 4. Used by pecial 
lindness, and of the beum e 


lind and Partially Seeing, 


- Since partially seeing children are basically “seeing” persons, they should 
an sull 


E. 
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to justify the establishment of a special class or Tesource 


transportation of children -for such a program would not usually 
Owing to the great distances involved. : 


REsponsipmiry FoR Service 


The contact plan is a cooperative one under which several school 
may work together. It is necessary for each district to 
essential responsibilities, Employing an itinerant teacher should be 
sibility of one district even though the service will be spread into 
others. This administrative or base district works out a plan to recei 
other districts their share 
to a unified plan. The cooperation of all agencies and individuals interested 
in the welfare of children is needed in planning for them; for example, 
county superintendent of schools, public health nurses and representatives of 
local agencies and service clubs will be working with the local schools, 


FINANCIAL ARRANGEMENTS 


To be eligible for state reimbursement a school district must meet 
standards of an approved program. This includes the provisions that he 
special teacher meet the minimum qualifications for certification. n th 
itinerant teacher plan the state reimburses for the salary of the special 
to the same amount that a teacher with equal training and experience 
receive on the regular salary schedule for teachers in the district. The 
files a copy of its salary schedule with its annual claim for reimburs : 
If it does not have an official salary schedule, it submits a copy of its pa! 
No differential in salary to the special teacher is included in the à 
district desiring to pay a salary differential assumes full ep 
The cooperating districts work out a plan for prorating boi fa, 
supplies and equipment needed to carry on the program ani 
expenses of the teacher. 


A 


QUALIFICATIONS OF THE TEACHER 


ificati iti cher as for the one — 
The same qualifications are needed for an itinerant teac f 
sealing ina ecl class plan. In addition to her poi gens y 
are certain essential personal qualities to be conda de 
maturity, tact and poise. She needs a hackergund A. per opra a 
hing in regular grades. In most cases she will n orien 

pena shoal at one as well as the elementary = due nes 
mental health must be good and it is very important that she 


LOCATING THE CHILDREN 


Before a program can be established it is d Gs enh! 
cover all the partially seeing children in the ma wo by de viia 
Each child should meet the standards of eligi i» ity pé 
logical examinations will be necessary where there i: 
meets the “sound mind” clause in the bre dii be naso 

A spot map indicating location of the c wr dk eee 
the number an itinerant teacher can serve an 


OFFICE AND STORAGE SPACE 

ministrative school district provides centrally located office space 
K :pment such as desk, file cabinet, 
1] as a telephone or acces» 


on with this there must be adequate storage spac 
1 textbox jl 


to one. In conjuncti 
ies and equipmen 
ing devices, large-type typewrt 
in each school building she must be provided with work space: 

- ple, a small room that is used on other days by the school nurse, 
- torectionist or visiting social counselor. Such space 
quately and afford privacy for working with the children or conferring with 


school personnel, parents and others. 
DETERMINING THE Case Loan 


‘The case load will depend u , 
e case pon a number of factors. € sraphical dis 
cgi will Cg the amount of travel ie: Cane Jeo : 

f ^ - od acuity, type size feasible for each child and the or 
E ES Mate schools will all need to be considered. The 
cori E hm o the E of Public Instruction 
E determine the case load on an individual basis. During 
z n e Bm it is usually desirable for the eral ui - 
B bine am Some children may need to be visited two 
vind only E E os ee some may get along very well when 
EA cse will be in c . Where there is more than one child 
B tuations 2 phe en arrangements can be made for grou 3 
with as many as 30 chil eacher can work satisfactorily and individually 

‘records must be s 
and they should be in the eee! before a child is eligible for this service 
plan her work, It is her responsibili e special teacher if she is to Inos odi 
Ps i time; that he learns ES e ues EE CENE is sevunipad a 
Fun ; that he learns pro e the proper care of his glasses if Ex 
advantage without lue Sygiene and how to use his iim. je 
ee PR 
^ one work with the o interpret the school ed 
in regard to these functions. school nurse and the family as wll se 


fc y exam 
spece h 


schedul mileage th 
ind senior high ule of regular visits to ^ud ec San Peg be used dn 
schools, 


Most junior 
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made available to the main office of the administrati 

trative discit 

stool in which she works so that.she may be kasi b I 
en a change in plans occurs, she should notify the main 3 

—€—Á— bus a ‘o, visit. Upon arrival at a school she shoi 

in at the office of the principal and also ch vir 

she may be located easily at rebos ME a 


Prior to beginning the year's work all the classroom teachers | 
oriented to the program and the role of the special teacher. They s 
free to call upon her for help in obtaining good visual environm 
rooms, for explanation of the eye condition of any child even t 
may not be classified as partially seeing, and for consultant 
child with multiple handicaps. They should know enough of hi 
have consideration for her time schedule and still use her help. 


The special teacher should arrange her work so that she is avai 
classroom teachers or others for a conference period at set times 
Certain periods should be scheduled after the close of the sch 
vide for the teachers coming from a distance. It will prove mo 
in most programs of this type to hold such conference periods in 
the special teacher since it will be centrally located. 


Time allowance should be made for the special teacher to work wi 
school nurse, the psychologist, and the school librarian. The la 
to choose supplementary books in type of 12 point or larger, and 
a card catalogue of these according to subject, author and title, 
proximate grade level of each noted. Also, a subject index f 
compiled, giving the major topical classifications in each book so 
mation on a given subject can be obtained more easily. 


Before beginning actual work with children, time should be. 
each classroom teacher who has a partially seeing cbild in her g 
will need to know what she can do and how the special teacher 
The special teacher will need to visit the regular class at first to í 
child in his classroom setting, to see how he fits into the group, 


the reaction of the other children to him, to note the s 


he will need and the manner in which the teacher carries on 


With this information the special teacher can help the classroom t 
in seating the child properly, in scheduling his work so that ks 
alternate with those of eye use, and in planning areas of M 
ave restricted participation, such as limited physi a 
By establishing a cooperative Worki 
her she will receive full informa 
hich he needs her 


e all material which a particular 
hould be turned over to the sp 


by typewriter with large type; qr hose -clildel who cB 


ification devices 
y oii ad ue high school level she arrang 
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i i i Ider 

i d spend some time teaching typing to the o à 
nee use for it. In the initial stages of os her 

iim will be needed more often than at a later date. Provision oF typ- 

and study space is important. This may be in the same room where 
the child works with the special teacher or elsewhere under the quiet con- 


ditions. 
Eouremenr AND SUPPLIES 
"The special teacher should build up a repository of materials in the desig: 
nated storage space, keep a complete inventory and approve all requisitions 
for special supplies and equipment. In planning, it should be remembered 
that under the itinerant teacher program there may not be need for all the 
equipment used a class plan. 


Recorps AND REPORTS 


The classroom teacher keeps the same records for the partially seeing 
child as she does for all others. The special teacher is responsible for all 
records relative to the division of special education. These include, as 

y stated, the ocular records, a case study with a running report, 
samples of the child’s work to show progress, etc. The special teacher 
should be sure to make known to the classroom teacher the pertinent facts 
in these records and should give her duplicates of any which will be of help 
in working with the child. 

The special teacher turns in to the superintendent of schools and to each 
principal a monthly schedule and a summary of her work, and a final re- 
port at the end of the year. Copies of these are filed in her own office to be 


reviewed by the Division of Special Educati i : 
in rl Pains opc lucation along with the case records 


COUNSELING AND VOCATIONAL PLANNING 


Programs for the child going from elementa: i 
ry to high school, and counseling 
d E mom related to his handicap are the responsibility of ds 
ak i " n is needed especially by older children who are more 
^im gs of difference about their eye conditions. Vocational coun 
carried on with the aid of the people trained in that field. 


Home-Scuoor COOPERATION 

re special teacher ma 
eye care and to 
situation for the child. She sh 
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In discussing the rôle of the partially seein child in the regular 
consideration must be given to Rm of recta Ber 
important that a study be made of the child, his handicap, abiliti 
limitations and home environment. The recommendations of 
mologist and the relationships of the school personnel also require 
tion before a visually handicapped child is placed in the regular 

Some people question the advisability of permitting a all 
child to spend part of the school day in a grade room pu Es 
and mentally retarded children must remain in their special rooms all 
It is quite obvious that crippled children who use specifically constructed 
niture cannot function with any degree of comfort in a regular cl 
Mentally retarded children are unable to compete with pupils of 
age and would meet with repeated failures in a grade room, thus addin 
their difficulties. The partially seeing child, however, can take part in the 
lar grade program for part of the school day without discomfort and with 

siderable benefit to his emotional and social development. As a full 
student in a regular grade, he would soon become a problem. 
The policy of the coordinated program for visually handicapped 
was initiated in the sight-saving class in Cleveland in 1913 by Dr. 
Irwin. The National Society for the Prevention of Blindness studied this 
and wholeheartedly endorsed it. With Mrs. Winifred Hathaway asap 
missionary for the National Society for the Prevention of Blindness, the p 
has been quite universally adopted, and great credit is due them for 
untiring efforts in the interests of children with poor vision. e^ 
Furthermore, the foresight shown by the pioneers in this field has 
root in the general program of education. The trend today is against se 


*Used by special permission of The National Society for vention 
and of the author, then Acting Director of the Board of Education for 
capped, Board of Education, New York City. 
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indivi i tion according 

children i in favor of individual instruction acco) ng 

tion of chil FA Bo levels, and interests of the indiv p 
sc pep ‘ n rovided for the visually handicapped chile 
si Eur He receives an opportunity to 

dance in a regular classroom. He r mo o 

ES. ctae ts, wholesome competition where he car : tain 
eee Rees i ial development at his own age level, independence 

hy d be ] teacher and a feeling of belonging to a group. 
ied bu a C the basic needs of the partially seeing child, 
EE enphesze his potentialities and minimize the limitations of his 


handicap. 


The Sicur CONSERVATION TEACHER 


i lacement of a visually handicapped child, the teacher 
pee key figure. She must have a knowledge of aye 
diseases and their implications in order to provide a suitable program for ew 

jene for the children and to interpret to the grade teacher the recommen 
dations of the ophthalmologist. She should investigate the home conditions, 
study the child’s school and health records, discover his interests and admin- 
ister diagnostic tests to determine the level of achievement. 

She should be familiar with the special services which might be needed. 
such as psychological, psychiatric, medical, educational, recreational and voca 
tional, Specialists in these various fields can be most helpful to the sight 
Conservation teacher in planning a school program for the visually handi 
capped child, 

The duties of the sight conservation teacher include care of the ex es, teach 
ing all subjects which require intensive eye work, typewriting on the Bulletin 

print) typewriter, selecting and enlarging material which is not av ail 

l in large print books, teaching suitable arts and crafts, obtaining com 
panions to serve as readers, explaining eye hygiene program to the ade 

teacher and keeping records of the child’s school progress and me 


dical reports 
Principat 


The pec of the school plays à very important part in planning the 
nent for a partially seeing child. He should have a sympathetic 
ng of the work, and a knowledge of the aims to lay the ground 


ated program. He should acquaint the grade 


principal, read ve ay » excerpts from a school Circular, issued by f ; 


“The program for the new si 
| ER Cooperation, e new sight conservation class in our school calls for 
Sight conservation upils wil] è 
| the classes and take to «ihm ien p placed in regular classe 


R CLASSROOM 


DOROTHEA Di PRETORO 


“2. The pupil is to be re ard 

which he is traveling. Miss wil mic Fa x the class with 

ing > pupils including attendance, mea’ responsibility conce, 

?. The sight conservation Pupils are to return to Room 409 when 

id cha seg ed ayssis: ons. Note well, no pupils of e sight 

training, drawing. i NE periodici mile physical 

wih chid s adunan qc ny cente ofthe om, lee hd 

"5. "The pupil J be seat and permit change of seat, if n A 
pupil is to permitted to leave the room and return to Room 

409 San the class is assigned a study lesson requiring reading from 

a text. 

"6. Please send two copies of the texts you use to Miss J, Room 409, 

She will gradually type in large print copies of the book as the lessons pro- 

gress. If you give her information re lessons in advance she will try to have 

them ready for the lesson. 

"7. The same procedure of #6 holds true for all tests, 

"8. Miss J will help the pupils as far as possible with the homework assign- 

ments. The pupils are not to be required to do additional work of any 

nature at home. 

“9. Miss J will at all times be ready to cooperate and follow up any 

suggestions you may make for the good of the pupils. 

“We realize that this arrangement gives you additional work and increases 

your registers but we know you will be helpful to the handicapped pupils 

who are unfortunate enough to need special help.” 


This circular letter defined clearly the responsibilities of the grade teacher, 
the pupils and the sight conservation teacher and was instrumental in 
setting up an excellent sight conservation program in the school. 


RzcurAn GRADE TEACHER 


isually handicapped 

The teacher of the grade can be most helpful to the visua i 
dükdem and the special teacher by carrying out the instructions ens 
the principal. She should try to include Es dE cid ki p: Mes 
and treat him as a member of the class. She should assign he Ce 

sar the blackboard and in a well-lighted part of the room to p 
pe ot nese She should confer with the special heen bet ire 
par ae he handicapped child arise. The two teac ers, w he | 
Periti ues seeing child obtain the same educational kgs 
which are offered to normally sighted pupils and at the same time p 


means of conserving vision. 


DE 
Tux PanriALLv SeEmnc Cuirn iN THE RecurAn Gra 


i ild his grade program. He 
The special teacher instructs the child ‘to dpa nA p Roper 


per saprei ia e a pe cakes requires close eye Wee 
leaves when the lesson is finis hia. 


a n 
He participates in oral and dictate 

were prepar H peci classroom. e 
which ye} epared in the spec: al H takes materials from 
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e grade, such as outline or clay maps, 

, pan m pictures or drawings. Being 

develops the feeling of belonging to the 
the child. 

bout one third of the day in the 

des spend more than half 

d e assmates. Curriculum changes in 


red child e regular grade but it is important that work 


ing note recently received from a principal: 
i us bea truant and a problem case. He is now a good student. 


1 attribute this metamorphosis largely to the program in our sight conserva- 
tion class." 


ConcrusioN 


oil placement for visually handicapped children is important since it 
I compensation for the frustrations, rejections, lack of security and 
t psychological problems due to the handicap. To achieve the maximum 

from ra sight conservation program, it is necessary for the sight con 

A ca puc er to coordinate the services of experts in the medical, educa- 
E a fields, who can work as a team, providing guidance for 
ih and emotional and social development of the partially seeing 
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I » that in the majority of instances, the eye condition 
Which accounts for the child’ 


S poor vision is stationary, and ful] use of such 
i - Full use of the eyes of normally sighted 


: i ll, vision is a variable quan- 
tity. Some of us see better than othe S. 


VISUAL INSTRUCTION OF PARTIALLY SIGHTED 


he has never been aware. If the child has some useful vision, it is natural for 
him to make E effort to see objects which are within his reach. He will 
peer intently at them, as closely as possible, and if he is older, he will use 
magnification to see more distinctly. Thus it has been the experience of 
teachers, and all others familiar with the problem, that it is harder to teach 
a partially sighted child to read braille with facility than it is to teach a child 
who is completely blind. The child with some vision seems to lack the 
urgent need and the concentration to apply himself to this admittedly difficult 
task, and if he is at all able, he will try to read braille with his eyes, thus de- 
feating the whole purpose of his instruction in this useful medium. As a 
matter of fact, to expect an active, intelligent child with useful vision to accept 
methods of instruction based largely on hearing and on touch is unrealistic. 

At the New York Institute for the Education of the Blind the enrollment 
includes a large group of children who have greatly reduced vision. Their 
visual acuity varies from the perception of light, to distance vision of 20/200 
(Snellen measurements) which is the upper limit of the legal definition of 
blindness. Children who have as much as 20/200 vision move around con- 
fidently among familiar surroundings, and they often have surprisingly good 
vision for objects near at hand, some being able to read quite small print for 
a short time. 

There are a number of ocular conditions which often make it impossible to 
correct the vision of a child by ordinary lenses to better than 20/200 for 
distance, but which still may allow him to have useful vision for near. Among 
eye diseases which may be responsible for this type of ocular defect are albi- 
nism, nystagmus, excessive myopia, and partial optic nerve atrophy. 

In the visual instruction of partially sighted children, the chief stress, to 
date, has been on improving their vision for reading. This is simple magnifi- 
cation, enlarging the apparent size of the print, and is a very different prob- 
lem for that of attempting to improve distance vision, which can only be 
done by means of a telescope. All magnification, whether for distance or for 
near, makes the object viewed appear larger, but correspondingly reduces the 
area which may be visualized. Thus the greater the amount of magnification, 
the smaller is the visual field which may be clearly seen. ] Ps 

There are several things which can be done to aid a child with poor vision 
to read better. When those children who are excessively myopic remove their 
nearsighted glasses and then hold the print close to their eyes, they see small 
details more clearly. If they have no appreciable amount of astigmatism, 
they may continue to do this with comfort for sometime. The great majority 
of students, however, will need lenses which magnify the size of the peux 
The type of magnifying lens selected depends largely on the child's individua 
needs. The simplest are strong plus lenses of eight, ten or up to twenty d. 
more dioptres, which of course are added to the individual refractive need. 
Great magnification is better supplied by a system of lenses containing alr 
spaces, which makes for lightness and improves the field of i vision. 
Examples of such lenses are those of Bechtold and of Feinbloom. Te eer 
spectacles, adjusted for close reading, are also of value in many cases. an d 
held magnifying lenses are less satisfactory, as they are difficult b use, an à 
do not allow the child free use of his hands. Lately a device called a eed 
scope has become available through the American Foundation for the Blind; 
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something like it may come in to 

sighted children to read. Met 
a attempt has been made to improve the distance vision of parti 
sighted children, so that as à group they may be instructed visual 


a telescopic type of lens, whic ; Rd 
seran DUM 3 hai seems to be practical. The possibilities 
enlarging it, h: ; Printed matter on a screen, and thereby greatly 
pem cu Cuin Saigo an € projectors, now in common use for 
Pam d , may we adapted for classroom work in this 

The partially sighted child has been under the care of eye physicians, or 
clinics, before he appears at a school for the education of the blind, Their 
reports, usually available, are taken into consideration, when the new 
pupil undergoes his initial eye examination at the school. As complete an eye 
examination as is possible should be done, which, of course, depends on the 
student’s age, intelligence, and cooperation. This examination, if at all 
possible, should include refraction, and the plotting of the visual fields, as 
5 a careful funduscopic study after the child's pupils have been well 
dilated. 

Each child who has an eye condition which is rionprogressive, and who has 
distant vision of about 10/200 (Snellen measurements) with ordinary lenses, 
should be tested to determine the smallest sized print which he can easily 
recognize. If the child is able to read print of newspaper size or a little larger, 
with magnifying lenses, his vision should be sufficient for him to be educated, 
at least partly, by sighted means. On the other hand if the child cannot be 
made to see even large sized type, then it is obvious that he will have to be 
educated as a ‘blind’ child, even though his peripheral vision is sufficient 
to allow him to move around without difficulty. The crux of the problem is 
the child's ability, to see detail; and to do this, even with magnification, he 
must have good central vision. This depends on a good macular area in the 
retina, and reasonably clear media, cornea, crystalline lens, and Mf 
The child employing magnifying glasses for his school work should put 
eyes examined at least every three months during the school term, as S 
occasionally deteriorates, not from using the eyes, but from the naturally 
progressive nature of some eye diseases. If this happens, the students pd 


RICE e 
must be altered to conform to his ability to see. The teacher and the sch 
nurse are always on the lookout for any abrupt change in pec . hene 
and they are in a position to bring this to the attention of the sc! Ai ? ysi 

Improvement is frequent, and is usually seen when a young c a des 
more secure, and accustomed to his surroundings. This zan n 
visual improvement, customary in non children (d get older, 

esult of greater familiarity with printed matter. —— pre: 
p dubai dione cooperation between the ophthaln te ma p wi 
members of the school faculty who are familiar My 3 E n pue Lee d 
ties to select students who should be instructed visua Vrbe erie 
the necessary vision, the child must be of eer in exis usiastic 
and eager to learn, and willing to accept the obvious 


L INSTRUCTION OF PARTIALLY SIGHTED 


^W ]t must be borne in mind that with such lenses, the 
i y close, and naturally he has a very 
int can be clearly seen. This is tiring and 


taxes the child's attention, and his willingness to continue. 


ds are necessary. 
all number of students with comparable vision and ability to learn, 
e educational level, makes it necessary to give each child indi- 
and requires great ingenuity, and patience on the part of 


‘in which partially sighted children are being educated visually, 
children who are entirely blind, adds to the problems of 

In addition to providing efficient teachers, classrooms with 
are needed, and generally text books with larger than usual 


Bes i auch a school shoul 
[ en in a sc d live together and associate freely, 
id an | distinctions, or cliques, based on varying visual ability. ] 
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DEFINITION AND CLASSIFICATION 


What is a deaf person? There have been many attempts to define him. 
Usually the best source of information is those who work with him. A 
special committee of the Conference of Executives of American Schools for 
the Deaf, after a two-year study, stated: 


Because of general use and misunderstanding, because of the desire of the profession 
to lessen the possibility of confusion, and because the térms are obsolete and are not 
commonly used by experienced educators, it is strongly recommended as part of this 
report that the following terms no longer be considered in our terminology; deaf-mute, 
deaf and dumb, semi-mute, semi-deaf, and mute. Furthermore, in the same way, the 
term ‘deafened,’ which has been used to designate the hard of hearing, has confused many 

i de deaf. The term is not needed; it is super- 
fluous and confusing, and acts as a protection to certain advertising agencies to the 


Finally, these definitions are proposed: 


1, The Deaf: Those in whom the sense of hearing is non-functional for the ordinary 
Purposes of life. This general group is made up of two distinct classes based entirely 
on the time of the loss of hearing. 

a) The congenitally deaf—those who were born deaf. 
b) The adventitiously deaf— those who were born with normal hearing but in whom 


2. The Hard of Hearing: Those i hom th i ive, i 
functional with or without a hearing aidi re st Mention, "e =” 


Scientifically classified as hard-of-hearin 
g persons 
poses deaf, because they are poor speech readers and have poor speech. Be- 


the spoken volce, may or may not be good 
the manual means of communica- 


THE DEAF 


tion, may or may not mingle only with hearing persons, may or may not 
be happier with deaf friends; in short, with those who because of an acoustical 
handicap, regardless of the degree of the hearing level, require special training 
and risa to carry on the usual endeavors of human beings in a world of 
sound. 


INCIDENCE OF DEAFNESS 


It is difficult to estimate the number of deaf persons in the United States. 
No national survey has been made of the actual incidence of deafness, though 
spot checks have been made from time to time. 

Dr. Harry Best, in 1943 reached the following conclusion: 

‘The deaf do not constitute a large element in the population of the United States. Their 
number may be regarded as somewhat under one hundred thousand. This means that 
there is approximately one to every twenty-five hundred of general population. ‘The deaf 
are thus pretty much lost in the general mass of people. By many they are rarely seen, 
much less intimately known in their lives; in the public mind there is little place for 
them. The deaf are the least numerous of the so-called “defective” classes.? 

On this basis there would be 66,000 deaf persons in the United States 
today. More recent estimates have suggested one to every 1,000 of general 
population, or 165,000. Much depends upon who are considered deaf and 
who are considered to have hearing enough to be classed as hard-of-hearing 
persons. 

In the nation we have approximately 32,000,000 children of school age. 
One estimate of 0.1 per cent of the total school population listed as deaf 
seems to be a reasonable one. The January issue of the American Annals of 
the Deaf, 1954, gives the total number in schools and classes for the deaf as 
22,100. If we accept 0.1 as the percentage, we get 32,000 children who can 
be classified as deaf. Part of the difference between these two figures can be 
ascribed to the difficulty of getting accurate reports of day classes in the 
nation. Part of it may be due to the fact that there are waiting lists in the 
various schools for the deaf. Then again, many children placed in regular 
classes for hearing children belong properly in classes for the deaf. These 


factors could easily account for the discrepancy in the above given estimates. 


History 


The dark ages for the deaf child and his education continued century after 
century until the 16th Century. Early history records that a physician in 
Italy by the name of Pietro de Castro did some work in this field in pa 
Another by the name of Cordano from Padua emphasized in several o E 
writings the use of writing and the teaching of speech to deaf childr e 
also developed a manual alphabet, one of the first attempts at manua ap 
sion. Another Italian, Giovanni Bonifacio of Venice, in 1616 wrote ie ne 
the use of the language of signs and the teaching of speech to the deaf. In 
1670 Padre Francesco Lan Luzi published a work on articulation. Er 

The first effective instruction of deaf children has been credited to pai 
As early as 1555 Pedro Ponce de Leon, of the Order of St. Beneden ee 
deaf children in the Convent of San Salvador de Ona at Valladoli A : u q 
oral methods. His pupils are reported to have mastered Latin, Greek an 
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astrology. In 1620 Juan Pablo Bonet taught several pupils, stressing writing, 
and also the use of a language of signs. 

Charles Michel de l'Epee is considered by many to have contributed the 
most among early educators of the deaf. He founded the first regular school, 
using oral methods at first, but later changing largely to the language of signs. 
In 1791 his school was taken over by the State. Ít was his successor Abbe 
Sicard, who invited Thomas Hopkins Galluadet to visit his school in Paris, 

The first American deaf child to receive a formal education, as far as we 
know, was John Bolling, son of Major Thomas Bolling of Cobbs, Chesterfield 
County, Virginia. This boy was sent across to the Braidwood School in Edin- 
burgh, Scotland, in 1771. He died soon after his return to the United States, 
in 1773. His brother and sister, also deaf, were sent to the same school. 
However, it was actually after 1800 that definite progress was made in the 
instruction of deaf children in this country. 

Col. William Bolling, the hearing brother of the Bolling children, and 
Francis Green from Boston, who had a deaf son, both tried to establish a 
school for the deaf in the United States. Francis Green was a man of learn- 
ing. Because of his Tory leanings he was obliged to leave the country during 
the Revolution. While in England he visited the Braidwood school and later 
wrote about the work he saw there. Mr. Green also visited the school in Paris 
operated by de L'Epee. Upon his return to the United States, he continued his 
writings on the education of the deaf, pleading for a school for them in this 
country. He made a survey of the number of deaf children in Massachusetts. 
He also estimated there were 500 deaf children of school age in this country. 
Mr. Green died in 1809 without realizing his dream of establishing a school 
for deaf children. 


Following these sporadic efforts, Col. William Bolling established the first 


At this time Thomas Hopki 
1 e pl Gall i i 
little deaf child, Alice Cogswell, ep map Mus COME i 
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neighbor of the Gallaudet family. Mr. Gallaudet i 
of Abbe Sicard and with this help made an effort ire Eis 
sentences to the young deaf child. A group of Dr. Cogswell' friends : ised 
money with which to send Mr. Gallaudet to England and the C estt 
learn about the education of the deaf. He was 28 years of a uy i 
sailed from New York for London. His reception in England EU us 
PET dama M gland certainly left 
muc desired ost educators of the deaf there were pledged to main- 
tain secrecy in their work; they proposed to Mr. Gallaudet that he bind ju 
self for three years at a very small salary, after which time he would be 
mitted to engage in the instruction of the deaf in America. i 

While in England, Gallaudet had the fine experience of meeting the Abbe 
Sicard, who was at that time in charge of a school for the deaf in Paris 
founded by de L'Eppe. The Abbe Sicard invited young Gallaudet to visit this 
school in Paris. Because of his disappointments in England and Scotland 
where he had spent almost nine months in patient endeavor Gallaudet 
accepted the invitation. He was welcomed by the Abbe Sicard and given 
every opportunity to learn about the education of the deaf. He visited classes 
and was given private lessons. After three months he set sail for America, 
ne with him a deaf teacher from the Paris school, by the name of [i 
on who me Gallaudet in establishing the school for the deaf 

Gallaudet's friends had not been idle while he was away. In May, 1816, 
an Act of Incorporation had been obtained from the legislature of the State 
of Connecticut for the establishment of a school for the deaf. Funds in the 
amount of $17,000 were collected. Because of his intelligence and ability 
to meet the public, young Clerc assisted greatly in the raising of these funds 
and helped demonstrate that the deaf could be educated. The school was 
officially opened on the 15th of April, 1817. The following year a successful 
appeal for assistance was made before Congress by Mr. Clerc and 23,000 acres 
of wild land, which later was sold for more than $300,000, was given for an 
endowment to the new school in Hartford. 

Thomas Hopkins Gallaudet remained for a number of years as head of the 
school. His was a very difficult assignment. He was not given full manage- 
ment by the directors, but he had the happy faculty of overlooking this diff- 
culty. Because he had enthusiasm and a sincere desire to aid the deaf, he was 
able to firmly establish the free education of the deaf in this country. 

The New York Institution for the Deaf was established in 1818, and the 
Pennsylvania Institution for the Deaf in 1820. One by one, other states 
established residential schools for the deaf, some with private funds and others 
with state funds. A free education became available to all deaf children in this 
young nation from that time on. 

From 1817 to 1867, the first fifty years of free education, 24 State residential 
schools were established; these are still in existence. From 1867 to 1917, the 
second fifty-year period, all the other residential schools were established, the 
last in Hawaii in 1914. There were no more until a second residential school 
was established in California in 1954 at Riverside. Only Delaware, Nevada, 
and New Hampshire do not have state supported residential schools for deaf 
children at this time; These states provide funds for educating their deaf 
children in neighboring state schools and in public school classes. The value 
of buildings and grounds in these 80 residential schools throughout the nation 
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is most encouraging. The average cost per pupil within the last fiscal year was 


just under $1,500. . 
; The first of the 10 public day schools operating today in the United States 
was established in 1869. This is the Horace Mann School in Boston. Others 
followed in 1878, 1893, 1897, 1899, 1908, 1913, 1918, 1921, and they are still 
operating. The latest is in California at Hyde Park, Los Angeles, started in 
1953. 

Day classes for the deaf have been formed and disbanded with great fre- 
quency. Of those operating in 1954, the founding dates are spread as follows: 
2 from 1869 to 1879; 3 from 1880 to 1890; 10 from 1891 to 1900; 10 from 1901 
to 1910; 24 from 1911 to 1920; 32 from 1921 to 1930; 17 from 1931 to 1940; 
43 from 1941 to 1950; and 21 from 1951 to 1953. The 1920's witnessed a real 
surge in day school history. The 1940s saw a similar expansion in day school 
interest, and it is reasonable to assume that in the 1950's there will be a similar 
growth in the number of day schools. The main cause for concern in this 


annual January issue of the American Annals of the Deaf, with editorial 
offices at Gallaudet College, Washington, D.C. Complete information is 


Two names that stand out in bold relief as early educators of the deaf are 
those of Dr, Alexander Graham Bell and Dr. Edward Miner Gallaudet. 
As long ago as 1867, the year in which the ora] schools at Northampton 
Massachusetts, and in New York City were begun, and when there was no 
articulation teaching anywhere else in America, Dr. Gallaudet recommended 
to the board of directors of his institution, in his tenth annual report 
that instruction in speech and lipreading be entered upon at as early a day as posite 


that all pupils be afforded OPPortunities of ing i i il ii 
Success is unlikely to crown their efforts; de wh eet ie = 


In 1886 Dr, Gallaudet wrote the “ 
is incorporated in Part in the pS aes 3: 
Promote the Teaching of Speech to the Deaf 


solutions," one of which 
the American Association to 
that earnest and persistent 
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endeavors should be made in every school for the deaf to teach every pupil 
to speak and read from the lips." As far back as 1867, therefore, Dr. Edward 
Miner Gallaudet was interested in the use of articulation in the education of 
the deaf. Dr. Alexander Graham Bell was interested in this same project, and 
at the Eleventh Quadrennial Convention of Instructors of the Deaf in 1886, 
the resolutions that Dr. Gallaudet drew up were adopted. It can be seen, then, 
that these two great educators of the deaf were agreed in this important step 
in the education of the deaf child. 

It is noteworthy to report that the school Thomas Hopkins Gallaudet 
started in 1817 was instrumental in establishing the American Annals of the 
Deaf. “This publication first came out in November, 1847. According to the 
Reference and Bibliography Division of the Library of Congress, it is the 
oldest periodical of its kind in the educational field."5 It continued to come out 
from this fine school until 1868, when the editorial office was moved to 
Gallaudet College. 

The education of the deaf has been termed the most completely documented of all 
special fields of education. This documentation includes 107 years of the Annals, pro- 
ceedings of organizations such as the Convention of American Instructors of the Deaf and 
the Conference of Executives of American Schools for the Deaf, the Volta Review, and 


a quite considerable and as yet unclassified mass of material reposing in files of the 
school papers, or ‘Little Paper Family'.9 


The Volta Review, mentioned in the foregoing paragraph, was first pub- 
lished in 1899 as the Association Review. That periodical is the official organ 
of the Alexander Graham Bell Speech Association. Its editorial office has been 
from the beginning in Washington, D.C., at the Volta Bureau. This Bureau 
was started by Alexander Graham Bell and will ever be a monument to his 
efforts in behalf of the education of deaf children. Its library is a storehouse 
of information on matters pertaining to the deaf and their education. 


Pre-ScHooL TRAINING 


The early education of the deaf child is of paramount importance. Out of 
22,100 children currently enrolled in schools for the deaf in the United States, 
1,899 are under 6 years of age and are listed as pre-school. The 80 public 
residential schools for the deaf, having just over 14,000 children enrolled, have 
only 593 children in their pre-school classes. Denominational and private 
schools, with 1,943 children enrolled, have a total of 577 children under 6 
years of age. Of 1,954 children enrolled in 10 public day classes, 496 are 
under 6 years of age. From these figures it will be seen that there is consid- 
erable promotional work to be done in the public residential schools to pro- 
vide greater facilities for pre-school children. The very fact, however, that 
these are residential schools works against the possibility of a rapid increase 
in the enrollment at the pre-school level, because parents often refuse to permit 
their children to leave home at such a tender age. Research must be conducted 
at this age level, and ways and means should be found to provide an earlier 
education for these deaf children in the public residential schools. Otherwise 
valuable years are lost. A ks 

It is isseitug to note that there are 1,802 children on waiting lists o 
American schools for the deaf; 690 of these are under 6 years of age, the 
usual age when children enter classes for the deaf.” 
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Correspondence courses for parents of deaf children vitally concerns the 
preschool child. There are three such courses: Correspondence Course for 
Deaf Pupils, Miss Doris I. Mirrielees, 3407 Estelle St., Hapeville, Georgia 
Caffiliated with the Home-Study Department of the University of Chicago); 
The Hadley Correspondence School for the Blind, Donald W. Hathway, 
Advisor, College Department, 62 Lincoln Ave., Winnetka, Illinois (Cor- 
respondence Courses for the deaf-blind); John Tracy Clinic, Mrs. Spencer 
Tracy, Director, 924 W. 37th St., Los Angeles, California CCorrespondence 
Courses for parents of deaf children ).* 


ELEMENTARY AND SECONDARY EDUCATION 


The number of grades taught in the various schools varies from six to 
twelve. The average number of grades in the public residential schools for 
the deaf today is 10.4. However, a school that has nine grades listed has three 
years set aside for preparatory work; the fourth year corresponds to the first 
grade in schools for hearing children. This is based on the assumption that 
it takes three years of work with small deaf children to bring them into 
readiness for first grade work. Another school lists 12 grades and one prepara- 
tory year; another 10 grades but two preparatory years, etc. The average 
number of preparatory years is 2.6. If we add this to the average number of 
oa which is 10.4, we get an average of 13 years in schools for the deaf 
child. 


proximately half the group of 91] 
young people who left th: 
end of the year, the other half having left eria MEIN. Fic 


primary, intermediate, and secondary le 
young people who qualify for eae oe 
Of the total enrollment of 954 students in t 
the deaf in the United States, 102 graduated 
graduating, However, in the publi 
grades is 7.9 and the average nu 
total of 10.8 grade years in school. 
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school for the deaf, students stay in the public day schools approximately two 
years less. Some real thought must be given to an extension of the time these 
children may remain in the public day schools, and the possibility of their 
completing a high school course.!* 


HIGHER EDUCATION 


As the complexities of life continue to mount, additional education is 
necessary for all young people, including the deaf. It is possible for the deaf 
student to go to a college for hearing students and do it successfully. However, 
there are many who drop out of school before the completion of high school 
because they find competition with hearing students too great a strain. The 
strain is even greater in college. Lectures are difficult to follow because the 
teacher walks back and forth before the class. Speech reading is impossible 
for many reasons. It is difficult for the deaf student to take notes. Frustration 
sets in. Often, before there has been an.adequate attempt at success, the 
student drops out to accept employment. 

There is an opportunity for highér education for the deaf student at 
Gallaudet College in Washington, D.C. This is the only college exclusively 
for the deaf in the world. It is the purpose of the tollege to get knowledge to 
the deaf student as rapidly as possible. A combination of simultaneous means 
of communication enables the speech reader to use his ability, and the non- 
speech reader can get from the hands what he cannot get from the lips. One 
has to see this means of communication in operation to appreciate its effec- 
tiveness. For those who wish to develop leadership qualities, Gallaudet Col- 
lege provides this opportunity. There are over 25 student organizations in the 
college; thus, 25 presidents, 25 secretaries, etc. Athletic competition is pos- 
sible; each athlete has a chance to make the team. In dramatics the deaf are 
very capable; Gallaudet College students have an opportunity to take part 
in dramatic productions, and they do it very well. Gallaudet students have 
their bull sessions, as do other college students. There is a noticeable feeling 
of relaxation on the Gallaudet campus, because there are easy means of 


Tue MeNrALLY RETARDED AND THE CEREBRAL ParsrED 


The mentally retarded deaf child is currently very much in the minds g 
educators of the deaf. Undoubtedly there are many deaf children in xen 
institutions throughout the country. Few states provide any pow 
opportunities for these children. The State School and Colony at Diei t, 
Minnesota, a school for mentally retarded children, has 44 deaf chi i 
under instruction, with a full-time teacher. At Sonoma State Hospita in 
California, a similar institution, there are 12 deaf children under pee 
of a full-time teacher.12 The day should come soon when provisions are made 
for all such children. 

Another group of multiply handicapped children are those who eter 
cerebral palsy and also have a loss of hearing. Very little has been ia 
these children. Some have to be hospitalized; others come to am Sa 
for treatment. Provision must be supplied for speech reading lessons 
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corrective speech work for these children so that they will have the opportu- 
nity to develop as normally as possible. 


PARENTAL INFLUENCE 


Perhaps no parental situation is as tied up with emotion as the home where 
there is a small deaf child. Resistance to the very idea of deafness being 
possible; frustration after the fact has been established; bitterness because there 
are apparently so few in the community; helplessness in the absence of a 
means of communication; hesitancy in approaching physicians and educators 
who can help; reluctance to accept the inevitable, which is education instead 
of a cure; and, finally, fear itself for the whole future of the child in school 
and after school, — all combine to make life most difficult. 


Berkeley, California. Al] parents should want to know what is being done 
for and with deaf children in the world. Subscribe to: 


The American Annals of the Deaf, Kendall Green, Washington 2, D.C. 


ally stimulate ideas for improvement, and no one school or 


group of schools have all the answers, but excellent results are being accom- 
plished in most schools, 


Tue Docron 


The medical Profession is i i 
: intensely interested in the deaf child. There 
is m excuse for lack of medical attention if the Parents are alert. They should 
2 advised to go to the nearest clinic as soon as d 
etection may prevent a further loss of hearing. 


Some way must be found A ; 
OF areas rci a = make the educational needs of the deaf child 


leafness is suspected, as early 
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the child first. Fortunate is that parent who gets good educational advice 
from the doctor on the initial visit. It need not be inclusive advice, — just 
the knowledge that an education is available is a great comfort to the parents. 
Most persons know nothing of schools for the deaf; they have never had an 
occasion to think about such a necessity. 

Fortunately, there are very few 'cures' for deafness advertised today. The 
medical profession has taken care of these. Good advice is available in all 
states. P.T.A. meetings should be interested in annual surveys of hearing. 
The physicians in the community will cooperate. Follow-up procedures are 
just as important as the survey, which otherwise is a waste of time. Service 
clubs and other philanthropic organizations are usually happy to help under- 
write such surveys. It is suprising how many groups want a project. Conserva- 
tion of hearing through periodic testing programs makes an excellent project. 
Again the medical profession will assist. 

Medical schools in the nation are alert to their responsibilities in hearing 
problems. Some operate hearing and speech clinics; some have pre-school class- 
es for the deaf; and others provide lectures on speech and hearing problems. 
These services are being increased from year to year, a most encouraging 
development. 

Colleges and universities are doing much to encourage teacher training in 
the field of educating the deaf. Of the 22 actively engaged in this project, 
17 are located in eight states and the District of Columbia. Three are in Cali- 
fornia and there are two in each of the following states: Kansas, Illinois, and 
Michigan. New York State has four. The District of Columbia, Massachu- 
setts, Pennsylvania, and Tennessee have the other four. This is just a begin- 
ning. There will be others. The one large problem will be laboratory classes. 
Theory without practice in this specialized teaching area is a real problem." 

An increasing number of hospitals are establishing speech and hearing 
clinics. Forty-nine hospitals in 16 different states and the District of Columbia 
have established such units. This interest is encouraging, as the tremendous 
resources of these hospitals can do much along research lines.* — —— 

The State Departments of Health in all 48 states and the territories of 
Alaska, Hawaii and Puerto Rico supervise clinics that offer many different 
types of services. Only 21 states conduct state-wide hearing tests in the 
schools. Only 14 states have laws requiring a hearing test of all children. 
Twenty-eight states provide some form of education for parents of deaf 
children. Four states provide mobile speech and hearing units. 

All these services are encouraging steps in the program to solve the prob- 
lems of deafness in children and adults.*® 


HEARING As For THE DEAF 


The hearing aid has been freely recommended as the solution e the 
hearing loss problem. Where there is a remnant of "unes mechanical 
amplification can mean much. Speech reading is less difficult in many i 
when sound accompanies it. This is true even when interpretation of the 


sounds heard is impossible. indicates the value of the use of amplification 


Experience at various clinics i x 
with those who have serious losses. 'The use of hearing must be learned. 
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There must be an opportunity for all deaf children to have this learning 
experience. It is known today that there are very few deaf children who are 
beyond the benefits of favorable hearing aids. "The mind's understanding 
Cuse of hearing) is a learned activity, and the deaf child needs every oppor- 
tunity and every chance for auditory stimulus, to learn to use what residual 
hearing he has."1e INEO 

It is reasonable, however, to remember that the use of amplification in these 
extreme cases must be only a part of a broad approach to the educational needs 
of the deaf child. 
There is a promiscuous use of hearing aids on very young children on the assumption 
that this will take care of their language, speech and academic needs. This is not true. 
On the basis of clinical experience and research, it is becoming increasingly clear to us 
that hearing aids must be fitted in a planned, deliberate, cautious manner if they are to 
be of help to young children, and if they are not to cause emotional difficulties as the 
child gets older. It is our distinct impression that training in socialization and language 
development are of equal importance, and in some children with severe hearing impair- 
ments perhaps of more importance than the use of amplification in terms of the child's 
long range adjustment and needs. This does not mean that we are not enthusiastic about 
the use of amplification, but it means that the use of amplification must be a part of a 
broader more extensive approach to the child's needs.17 

There are many hearing aids available, and the American Medical Associ- 
ation has discontinued its policy of certifying acceptable hearing aids. How- 


: Just a little thought will reveal how Important a part communication plays 
in daily living. During a busy day, situations constantly arise in which com- 
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because where there is understanding of a problem it is possible to arrive at a 
better solution. 

There are various problems of procedure in the different schools for the deaf. 
The word 'method' is confusing, because when we speak of methods we 
actually refer to the means of communication used in educating the deaf. 


There are no schools for the deaf today that do not start all children 
orally in the classroom. At this point it might be well to refer to a distinction 
some make in connection with the education of the deaf child. It is held 
by some that in an ‘Oral’ school children are educated orally; while in 
schools where the oral method is not used exclusively in and out of the class- 
room, the children are taught orally. The implication is that "Oral" schools 
insist upon the use of speech and speech reading both in and out of the class- 
room; every effort is made to eliminate the use of gestures and signs, or the use 
of the manual alphabet, in the shops and on the playground. The degree of 
success attained in this effort is dependent upon the absolute belief in this 
practice by all who contact the children and in the adequacy of personnel 
needed to control the actions of the children at all times. It will readily be 
appreciated that growing children crave a ready means of communicating 
their thoughts, and the temptation to resort to any means of communication 
is ever present. Eternal vigilance during every waking hour is essential. 

The Oral System is most successfully possible in day classes where the 
children are in school all day under close supervision. After they leave the 
school this close supervision is absent, except as the parents may or may not 
insist on the same devotion to the Oral System. It is not as easy for the parents 
to control this as it is for the teacher. That is also true of most school experi- 
ences when parents have to ‘take over.’ 


The residential school usually has a different group of men and women 
to supervise the activities of the children after school hours, and too often 
the best plans of the teachers fail because the activities of the children cover 
such large campus areas that personal supervision is impossible. Unfortunately 
it is true that the quality of supervisors or house parents is often not equal 
to that of the teachers. It is difficult to get good supervisors; salary schedules, 
as a rule, do not encourage the right type of person to take up these duties. 


The other so-called system is the Combined System. Proponents of this 
system, or method, philosophically accept the fact that, whereas the oral 
approach in the classroom is most essential, the practicality of the same 
approach out of the classroom is not possible to such a degree as to warrant d 
energy expended upon it. Research has not proved that the oral approac 
described in the preceding paragraphs has provided more mature and end 
socially adjusted children than the combined approach to the problem e 
use of the manual alphabet and the language of signs does give the Ti a 
ready means of exchange for the thousands of ideas he has. He does exchange 
these ideas as readily as does the hearing child. This procedure does e seem 
to adversely affect his ability to use the speech and speech reading ^ ed 
in the classroom. If he is a child who naturally reads speech well and learns 
to speak easily, he will just naturally use what he learns. 
gains these accomplishments slowly and with difficulty, he due 
vehicle of expression to keep him ‘in the swim’ of things going on à : 
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These so-called combined schools have manual classes for children who, 
after a fair trial, do not show any appreciable improvement in speech reading 
and speech. The teacher uses the manual alphabet and a greater amount of 
blackboard work in her teaching. She may be a deaf teacher or she may be a 
hearing teacher who knows the manual alphabet. Words are spelled out as 
they are spoken. Sentences are spelled out as they are spoken. The English 
is the same as spoken English. So often the manual alphabet is confused 
with the sign language, which is a picture language. The use of the sign 
language in classrooms is discouraged in all schools. 

The word ‘combined’ means just what it says: All methods are combined 
to bring forth results. Schools that use this methods do so on the basis that 
deaf children are in most respects normal children. Normal children are not 
identical children. They are not identical as to facial features, stature, sex, 
physical strength or mental ability. Neither are deaf children. As hearing 
children are taught in the most expedient ways possible, so are deaf children 
taught by the supporter of the combined method. Oralism is respected for its 
marvelous possibilities. It should and must be available to all. It is not, 
however, without its limitations, which are recognized and avoided in the 
combined method. 

The watchword of the oralist is ‘normalcy.’ To him normalcy in deaf 
children is speech reading ability and the ability to speak. The definition is 
good as far as it goes, but the assumption that anything but speech and lip 
reading is abnormal is hardly reasonable. Dr. Pintner warned against making 
the deaf child "a poor imitation of a hearing person." Too often we have 
seen children who have spent such a large part of their school years becoming 
a poor imitation" that their sum total of acquired knowledge is far below 
what it could have been, had it been reasonably enriched with the “three 
R's" we need so intensely today. 

: We then come to a third method, the Auricular Method, or as it is some- 
times known, the Acoustic Method. This is simply the maximum use of resi- 


unit hearing aids. Individual aids are available at more and more reasonable 
prices. The nation is becoming hearing conscious. This is all to the good. 


is not blind to the present, nor does she cl 
Impatient for short cuts, but is ready to use those she fi 
n: 
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There will always be enthusiasts who will make great claims, but the b 
teaching is being done in the wellestablished ju dece where spell taint) 
teachers teach well-graded classes of average children. No school for the deaf 
is so poor that a spark of veritable genius may not be uncovered. As judgment 
is passed on this school and that school, it should be remembered that no 
school has a ‘corner’ on progress. The very fact that all schools are not in 
agreement is an indication that they are alive and alert. No federal agency 
dictates this method or that method. Out of our present schools for the 
deaf will come the ultimate solution as to what is best. The fact that an 
agreement has not been reached in this country since 1817 regarding the 
education of the deaf is an indication that there is still a real question as to 
methods used and their effectiveness. The search for truth will bring forth 
the best for our children, 


Tue Dear as CITIZENS 


We can well be encouraged as we see the results of our efforts over the 
138 years since the first free school for the deaf was established in Hartford, 
Connecticut. Graduates and former students of our schools for the deaf con- 
stitute a group of substantial citizens in our nation. They are self-supporting, 
self-respecting, family-loving, home-building citizens who ask no favors and 
want only the opportunity to live meaningful lives. 

After the deaf person has completed his education, he must face the prob- 
lems of the deaf adult and accept his place in the community. While he has 
been in school he has been in a sheltered environment. This is true of the 
child who has gone to day classes as well; it matters little how much effort 
is directed towards making the day school deaf child a part of the hearing 
school community; he is still happiest when he is with deaf children. When 
he leaves that school he goes out into the community as a deaf person in 
a hearing world. There are over 165,000,000 hearing people in the United 
States today, making the proportion of hearing to deaf 1,100 to 1. It is quite 
possible for a hearing person, therefore, to go through life and never actually 
come in contact, in a communication way, with a deaf person. It is hardly 
reasonable to expect 165,000,000 hearing people to know much about 
150,000 people who cannot hear. And yet it is just this lack of knowledge 
on the part of the 165,000,000 that makes the handicap of deafness as severe 
asitis. Miss Helen Keller has made the statement that if she had her life to 
live over again she would devote more time to the deaf, because of the two 
handicaps—deafness and blindness—deafness is the greater. Her thought, I 
believe, is that deafness is the greater educational handicap, which is a most 
important consideration. ; j 

Opportunities in this country for the deaf are unlimited. The educate 

leaf person owns a home, drives a car, marries the girl of his choice, raises 
a family, and takes his place in the community; in short, he is spur. 
citizen and a credit to his parents, his school, and the community in which he 
ives. There is a trend among the deaf to establish homes in urban d 
Where they can associate with other deaf people. Some criticize this ten e 
Itis only natural that a deaf person is more relaxed when he is with anot i 

person, because they understand each other, have common interests an 
common communication problems. 
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Over fifty years ago th it i 
Y years ago the deaf found it i ife i 
L p they paid increased rates, They enabled dar A ae 
ne National Fraternal Society of the Deaf. Today it is a flourishin A 
pany, with branches in practically every state in the Union. t " 


The National Fraternal Society of the Deaf writes insurance i the 
nly hearing persons connected with thi ce in 
"mii The aqui ected with this venture are those who 
clephone in the central office in Chicago, Illinois. This is evidence of 
enthusiastic zest for living that deaf citizens have. 
l a years ago the deaf found it desirable to be organized outside of 

specialized field, and so they established the National Association of the D 
representing the deaf in all parts of the United States. This orga 
has grow n through the years, and today has its home offices in Berkeley, v 
fornia. I he Association publishes a monthly magazine, The Silent Wi | 
which is for the deaf person what Readers Digest is for the hearing pub 
The Silent Worker, which more people should read, is a pictorial maga: 
filled with success stories of deaf persons from all parts of the United Sta 

The deaf support other interesting projects. They hold a national basl 
ball tournament in a different part of the nation each year. They also h 
bowling and softball tournaments. They excel in dramatic presentations 

The religious life of the deaf has been and is a real problem becau 
communication difficulties. A deaf family moving into a community fac 
problem of church affiliation. If it is a small community, the only con 
with churches for hearing persons. As the deaf can not follow the serm 
they will get very little from the church service. They may derive soi 
pleasure from membership in the Men’s Club or the Women’s Club. 
hearing children may go to the Sunday School. In larger communities tht 
may be ministers trained to work with the deaf. Some denominations do mi 
for deaf persons than others. The Catholic Church is greatly inte! 
its work with deaf persons. The Lutheran Church, especially the ot 
Synod, has a large number of hearing ministers trained to work with the ¢ 
The Episcopal Church organizes deaf congregations and trains deaf en 
ministers. Other denominations are beginning to show greater interest. | 
outlook is encouraging.!* Ml 

The question is often asked, "Do the deaf drive automobilis M 5 
have an excellent record as operators of motor vehicles. Recently 
trict of Columbia a faulty report in the newspapers concerning ¢ 

‘orth a storm of protest to ti n lex 

prise from him to da effect that deaf drivers in the District 
have a better safety record than hearing drivers. 
are closed, the driver cannot depend on n hea 
sight. The deaf person always depends wholly on 


mill 


The deaf weer 

" " H 
peras families on one or both sides, there is li 
ness in the children. In most instances the 


conscientious in their efforts to bring up their children. 


n normal times most deaf 
work. Of course, 


see is e hearing 
of job opportunities for the deaf as there is for the 
ÉL pg difficult. nor does it take long, fora person to learn a — - 
it often takes time to teach correct work habits and the right attitudes ae 
with aptitudes. Therein lies the job of the Vocational Rehabilitation worker 
Very often the State Schools for the Deaf give assistance in locating positions 
for the deaf, but it is usually best for the advice to come from a few well 
organized units, such as the Vocational Rehabilitation Office. This guaran 
tees the least duplication of effort. Once a deaf person has proved himself, he 
usually turns out to be a very acceptable employee. Difficulty occurs when the 
deaf person attempts to secure the position. Unless the employer knows deaf 
persons, he cannot understand how someone who doesn't hear can be a suc- 
me the job. It usually takes a trial period to impress upon him the advisa- 
ty of continued employment of the deaf person. 

The deaf, as a group, are opposed to all types of begging. There is big 
money in begging, and there are those among the deaf who will resort to this 
way of getting a living. There are always unscrupulous hearing persons, too, 
who will organize groups of deaf persons to travel over the country, swoop- 
ing down upon small communities and covering them in an hour or two, 

moving on to others. Since there are ample opportunities for the 
employment, it isn’t necessary for the deaf to 


engage in this activity. The cooperation of the hearing public is nece 


s he Ssary so 
t the practice can be eliminated. 


Tue GENERAL Pusric Meets THE Dear 


Be natural, Speak distinctl 
Made clearly. Even med 


THE DEAF 
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the deaf are sensitive, but no more so than hearing people speaking a different 
language. The language of signs is graphic. Sometimes facial expression 
may be too decided; there is always that individual who over dramatizes the 
language of signs. 

If a deaf person is with hearing persons, an effort should be made to make 
him feel a part of the group. Speak to him. If speech doesn't suffice, then use 
a pad and pencil. It is well to face a deaf person when speaking to him, as 
standing at an angle may make speech reading most difficult. The voice 
should not be raised to an unusual pitch, but a moderate increase in intensity 
may be necessary. If what you say is not understood, rephrase the statement 
immediately. Speech-reading involves a constant search for words. When 
the key word is not understood, there is no comprehension. The key word 
may not show on the lips. There are many words, such as uncle, cousin, 
sister, dinner, that have no lip movements. Contrast these with father, mother, 
brother, beautiful, love. These are ‘outside’ words, and are very readily seen 
on the lips. Speech reading is ‘educated guess work.’ 

There is nothing as disconcerting to the deaf person or w the hearing 
person in meeting a deaf person for the first time as a lack of understanding 
of what the situation really involves. Be a missionary in your group without 
being too obvious about it. Never monopolize the time of the deaf person, 
but introduce him to others, as you would a hearing person. This, of course, 
is not easy; in fact it is most difficult for all concerned. There are no two sets 
of lips alike. There will be those who object to the pad and pencil. There 
will be those who just cannot bring themselves to speak easily to the deaf 
person. However, you may be sure that any effort on your part to make the 
deaf person feel himself a part of the group will be appreciated. 


Tue Dear Person Meets rae Heanmc Punric 


Now, let us take the opposite side of the situati perso 
ow, a tuation. A deaf n meets 
ees Persons in a group. If he can speak at all, he should do so. He may 
not have good speech—it may even be quite difficult to understand—but 
poor peec r better than no speech at all. If it is found after continuous 
iie that 1 ere is no understanding, it is better to resort to pad and pencil. 
E ere may De someone in the group who can act as an interpreter for the deaf 
Pe im ur it isn't wise for the deaf person to depend wholly upon interpreters; 
f "oun Pd not always be available. Care should be exercised not to 
Dp cet m ia RUNE deaf person will soon learn that loud speech 
Eon. Pe pře will turn to look. That is a signal to tone down the 
mme but fie deaf person should strike out boldly and contact 
group. It will not be long before his handicap is 


A sense of humor is i 
se Á essential, 
repetition will be necessary. Any aen 
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will be misunderstandings. Much 
ng incidents that can be related of 
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misunderstandings in the past will set new hearing friends at ease. If possible, 
attend gatherings of hearing people with persons who can hear. The contacts 
will be easier. After the first introduction it is possible to pass on from one 
friend to another. Never stay too long at such a gathering. It is better to be 
the first person to depart than the last. 

Limit bluffing. There will be times when understanding is impossible. 
There will be temptations to bluff. It is usually best to frankly admit that you 
do not understand. Suggest a modest amount of repetition. Many humorous, 
but often disconcerting, situations have arisen because one has resorted to 
bluffing. As stated before, speech reading is educated guess work, and it is 
possible to become a good guesser. ` 

If the language of signs is used with deaf friends and those who can hear 
indicate an interest in it, it is well to take time to explain a few of the signs 
and the manual alphabet. This is a most fascinating subject for hearing 
people, and they do have an interest in it. It is well to carry alphabet cards. 
Very often passing these around can liven up a party. 

If there are two or three deaf persons present there should be a limit to 
the amount of time spent with each other. It is only natural that the deaf 
are happiest when together, but it is well to try to be friendly with others in 
the group. If one deaf person is more adept at speech or speech reading, it is 
perhaps well to stay near that person, but not to the exclusion of all others. 
If deaf persons resort to the language of signs with each other, it is well to 
reduce the publicity connected with the use of signs. It is just as discourteous 
to be overemphatic in the use of signs as it is for a person with normal 
hearing to speak too loudly in a group. The eye can be offended as well as the 
ear. 


ConcLusIons 


The education of the deaf child involves from the start almost complete 
compensation for the loss of one of the five senses normally available for 
educational purposes. The eye takes over completely when the remnant of 
hearing is negligible. Speech reading replaces hearing for understanding 
of the spoken word. The absence of a workable vocabulary from the start cuts 
out the Why, Who, When and Where questions the average parent has to 
survive. Consider the loss suffered by the child. 

The road to learning is further PvE l 
cannot accept the child's loss of hearing; by poorly s c 
do not Es what is available educationally for the deaf child; by oot 
astically established clinics all too eager to promise sure-fire educationa a 
sults with normalcy guaranteed; by avid audiologists who esa e 
possibilities of small remnants of hearing; by all-knowing critics who condemn 
well-established schools for the deaf that have been in this vox Pn many 
year; by well meaning enthusiasts who promise parents that e c " Rh 
be taught with hearing children after a few years of intensive ue 8 by 
inicians who treat the deaf child as a statistic instead of a eiie c 2 
who has a long way to go educationally and cannot get there on figures an: 


percentages. 


by frustrated parents who 
informed educators who 
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"There is no royal road to learning for the deaf child. There are no short 
cuts. Every cut knee leads to a detour and lost time until the child is back 
on the main highway of learning. The deaf child needs intensive training 
with teachers who have the patience to work with him. The nation has too 
many deaf adults who were victimized in their youth by well meaning 'road 
builders' who specialized in short cuts and detours. Eventually it became too 
late to catch up. These adults never arrived, educationally. Tragedies of the 
educational road! 

What is the solution? Reason based on knowledge of the field. One 
hundred and thirty-seven years of educational experience in this nation has 
given us a history of what can be accomplished. It has not been enough, but 
it must not be sacrificed until the new has been proved more effective. 

Parents must seek the truth and not accept just what they prefer to know 
about deafness. Teachers must learn to know what other schools are doing. 
No school has the only successful approach. A willingness to know all sides 
of a question is all important. 

Physicians must be willing to admit the lack of knowledge sufficiently to 
enable them to give educational advice. Audiologists should spend more time 
in the classrooms of deaf children. Clinics must not take on school respon- 
sibilities until they have scholastic characteristics that satisfy minimum 
requirements. 

Allied organizations interested in all handicapped children can assist but 
cannot conduct fully accredited classes for deaf children. 

There is a great need for cooperation at the State level in the education 
of the deaf child. All agencies concerned with deafness in each state must be 
better known to each other. The present trend of mushrooming agencies 
taking up the education of deaf children must be studied. A little White 
House Conference on the education of the deaf child should be arranged so 


to share experiences. If a stud i 

s y were made, it would be found that there i 
place for Sj of these groups, and overlapping would be eliminated. The 
pret n be able to get expert advice in time. The child would be proper- 
y placed in school, the graduate in employment. The deaf adult would 


find his natural place in soci 
not by isolated groups Pu pete aces he Tout eR by eer 


] Problems faced by the deaf adult are 
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YOUNG DEAF CHILDREN EXPERIMENT 
WITH VIBRATION OF SOUND 


Special Class, Los Angeles City Schools 


THE WONDER OF SOUND 
Los Angeles City Schools, L. A., Cal. 


~ 
nN 


USING SIGHT, TOUCH AND HEARING IN TEACHING THE DEAF 


John Tracy Clinic, Los Angeles, California 


— OF DEAF CHILDREN — A DEMONSTRATION 
unler College Vacation Demonstration School, N. Y. C. 


NING OF THE DEAF 
Deaf, White 


AUDITORY TRAI 
New York School for the 


VOCATIONAL TRAINING OF THE DEAF 
York School for the Deaf, White 
7 Plains, N 


Plains, N. Y. 


New 


-— Al, 
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: ities 
portuniti n to him with opportunities 
Malo when we PE Mox Here 1a deaf person can P imper 
vailable f in other nations. AN ion. It does 
be. Wie be considered an optimistic imt child and 
es pe there are no new frontiers in the eue much yet to be done, 
in the adjustment of he adul in this inc Foun BA pas which to build. 
but we are fortunate to eae ee nn After detection training is 
Deafness in children is keine gereed Pa schools, and kindergarten 
ier. Pre-school classes, nu > alabis. 
Ene ic it urban centers. Where they are not available 
residential schools are providing the E y E doi and classes for deaf 
f teachers is handicapping most sc ze 
Estonge of teac tudents for our training 
children. Real energy must be put forth to recruit stud. rdi dinem 
centers. University and hospital centers are taking an en g penis 
the deaf child. Audiologists are gene ^u pei e" Send ies 
iliti tter use of residual hearing. earin, moans dee 
E eese of improved aids which can help the more 
Po heo is Ets in educational progress at the secondary level. If 
an earlier start and a general acceleration all along the line is possible, more 
deaf students will be interested in high school, because they will still be of 
high school age. At present the average age of students in junior and senior 
classes among the deaf is 19. Most young people with normal hearing are 
through high school at that age and in college or out on the job. Deaf students 
see this and begin to lose interest in school and take an increasing interest 
in job possibilities. We must speed up all along the education line! If there 
are more high school students, more will be interested in college. Some 
g 
will attend colleges for hearing students, others will come to Gallaudet Col- 
lege. 


That large group of deaf men and women who do not attend college 
t go on into industry will have increased opportunity for job placement, 
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CHALLENGES OF THE PRESENT TIME TO THE 
EDUCATORS OF THE DEAF 


POWRIE VAUX DOCTOR 


The future education of the deaf may be more influenced by factors 
affecting all areas in the field of special education than has been true in the 
past, particularly in the nineteenth century. This may be brought about in 
a large measure by the increase in the number of courses in special education 
now being given in Department of Education in colleges and universities, 
departments that formerly paid little attention to this branch of education. 


INTRODUCTION 


During the nineteenth century the blind and the deaf were the two most 
important areas in the field of the physically handicapped in the United States 
and received the greater amount of attention. This is quite evident when it 
is realized that the first school in special education in the United States was 
founded with the establishment of the American School for the Deaf at West 
Hartford, Conn., in 1817. With the continued growth of other areas in the 
field of the physically handicapped, all competing for teachers and for appro- 
priations, it seems likely that although the education of the deaf may con- 
tinue to grow in the next fifty years much as it has during the past, it may not 
loom quite so large on the horizon as in the previous years, because many of 
the newer groups will be doing much of the pioneer work that was done 
formerly for the deaf and the blind during the past century. 

The changes in the educational trend during the next fifty years will prob- 
ably affect other special schools more than it will the schools and the classes 
for the deaf, The educational procedures in most schools and classes for the 
deaf will probably follow along much the same lines it has since 1867, 1868, 
and 1869. In 1867 the Clarke School for the Deaf in Northampton, Mass., 
and the Lexington School for the Deaf in New York City were established. 
Both schools used the oral method. In 1869 the Horace Mann Day School 
for the Deaf, an oral school, was established in Boston, Mass. In 1867, 
Edward Miner Gallaudet returned to America from an extensive tour of 
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hools for the deaf in Europe. In 1868 he called a meeting of the Conference 
of Eecatves of Anas School for the Deaf* at Gallaudet College in 
Washington, D.C., at which time the Combined System for teaching the deaf 
was introduced into virtually all state supported schools for the deaf in the 
United States. The manual method had been introduced at the American 
School for the Deaf in Hartford, Conn., in 1817, and separate courses for 
the teaching of speech to the deaf, or articulation as it was then called, were 
added during the following years. The first full time teacher of speech 
in any school for the deaf in the United States was employed by the American 
School for the Deaf in Hartford, Conn., in 1857. After viewing the results of 
the oral system in European schools and the manual method in the American 
schools, Edward Miner Gallaudet had become convinced there was merit in 
both approaches and advocated the Combined System for teaching the 
deaf, which provided for oral classes and manual classes to be conducted with- 
in the same school system. This arrangement still prevails in virtually all 
state residential schools for the deaf, although all day schools and day classes 
operate under the oral method. Since 1930, more and more rooms in schools 
for the deaf have become equipped with group hearing aids. In 1954 over a 
thousand of the classrooms in schools and classes for the deaf were thus 
equipped. All of these trends will probably continue to grow with little or 
no basic change. 


Mzpricar Scuoors 


The medical schools throughout the nation are becoming much more 
concerned with the problem of hearing loss and its effects. Some of the 
medical schools are making places on their staffs for teachers of the deaf who 
give lectures to the medical students on the problems of deafness, on methods 


preschool classes for deaf children where th i i 
I r dea e medical student 
practical demonstrations in teaching the deaf and in the use of de aids 


of preschool children. 
alleled greater interest in the teacher train 


CHALLENGES TO EDUCATORS OF THE DEAF 


which witnessed a trend toward becoming more professional in the educational 
aspects of deafness. 

Although at present there are only about a third as many speech and hear- 
ing clinics in hospitals as in colleges and universities, the trend is quite appar- 
ent for hospitals to supervise such clinics, quite often under the auspices of 
some department of health. The number of speech and hearing clinics in 
schools for the deaf has also increased during the past few years. 


STATE ORGANIZATIONS 


There is a trend for State Department of Education and State Departments 
of Health to supervise Conservation of Hearing Programs. Sometimes this 
supervision is direct, sometimes it is through a Division of Maternal and 
Child Health, or a Division for Crippled Children and Adults. The State 
Societies of the National Society for Crippled and Adults, Inc., have also 
increased their facilities extensively during the past few years and are now 
becoming interested in Easter Seal Summer Camps. It is felt that much train- 
ing in speech and speech reading can be done effectively in summer camps 
that have the trained personnel to carry on such a program. 


PARENT EDUCATION 


Although parent education was formally introduced by the Sarah Foster 
School for Little Deaf Children in Boston, Mass., in 1887, and has for years 
been a topic for discussion in educational circles of the deaf, more definite 
steps have been taken in this area during the past decade. Mrs. Spencer 
Tracy has done excellent work in this field in her clinic in Los Angeles and 
through her correspondence course for parents. Some schools for the deaf 
have had one and two week institutes for parents of deaf children where 
mothers and their deaf children were both taught. Because of the increase 
in preschools where children are sometimes taken at the age of two and one 
half years, parent education has become increasingly important. As parents 
become more fully aware of what can be done in teaching preschool deaf 
children, rapid advancement can be made along these lines. 


Purs 


In the January, 1954, Annals, 22,100 pupils were reported in schools and 
classes. Of this number 14,157 were in residential schools, 1,954 in day 
schools, 4,046 in day classes, and 1,943 in private and denominational schools 
and classes. Thus, about sixty-five per cent of the deaf students in the United 
States are enrolled in public residential schools. Enrollments are increasing 
in all types of schools and classes. Of this total number of pupils, 17,130 
were reported as being taught orally, 1,149 as being taught non-orally, and 
3,798 as being taught by the Combined Method. The January, 1954, Annals, 
also states that 8,007 were taught with Group Hearing Aids and 5,105 with 
Individual Hearing Aids. Each year since the Annals began reporting, the 
number of students being taught with hearing aids has shown an increase. 
To an extent, this parallels the increase in the number of preschool pupils 
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enrolled, 1,899 being reported as under six years of age in 1954, If the pre- 
school groups continue to grow in the future, the total enrollment in schools 
for the deaf will increase. However, it must be remembered that this does 
not necessarily indicate more deafness in the nation. f 

The extra years of schooling for the deaf child, being made possible by the 
preschool years, may have a tremendous influence on the education of deaf 
children However, if qualified teachers of the deaf are not available for 
these pupils during the preschool years, advancement may not be as great as 
anticipated by some educators. 


HIGHER EDUCATION AND THE DEAF 


Much attention is being paid at present to secondary education of the deaf. 
Only a comparatively few state schools provide senior high school instruc- 
tion.* Most day schools and some day classes make provision for their students 


speech, speech reading, and auditory training. Although the Federal govern- 
ment has made provision for college education since 1864, secondary education 


schools in the past, inasmuch as most of the deaf go into the vocations; today, 
however, more and more of the vocations require greater academic skills, 
Also, in the future more deaf people may go into the professions than into 
the trades, all of which would require a certain background that is best ac- 
quired, perhaps, by higher education. 


VOCATIONAL EpucarioN 


as it is to Secure teachers for the deaf, the task of securing 


d, is even more difficult. 
teachers presents a formidable problem. 


CHALLENGES TO EDUCATORS OF THE DEAF 


Undoubtedly children with multiple handicaps are on the increase, inasmuch 
as infant mortality is on the decrease and the new wonder drugs are keeping 
alive many handicapped children who, twenty-five years ago would not have 
survived. Thus, progress in the field of medicine is not being matched by prog- 
ress in the field of special education, and the future years may well see an 
accentuation of this problem.* 

Although at present a few public school systems and a few state supported 
schools are providing classes for the mentally-retarded-deaf, the deaf-blind, 
and the cerebral-palsied-deaf, such provisions are not extensive. The next 
fifty years may see a number of divisions in the average residential and day 
school for the deaf in order to take care of these multiple handicapped pupils. 
At the present time one midwestern school for the deaf has a department for 
the deaf-blind and is making preparations for a division for the mentally- 
retarded-deaf. One day school for the deaf has almost a hundred aphasic 
pupils enrolled. The extent of such classes will much depend on the number 
of people who can diagnose various physical and mental handicaps in chil- 
dren, a work that requires the greatest of skill. Difficult as it is to secure 
teachers of the deaf, it is still more difficult to secure competency in the 
diagnostician in the field of multiple handicaps. 


TEACHER TRAINING CENTERS 


In the nineteenth century, nearly all teacher training was in-service. 
Today, the training centers for the teachers of the deaf are, for the most part, 
tending to become affiliated with universities and colleges and are giving 
college credit. Because of this affiliation with colleges and universities, the 
subjects being offered are on a more professional status than heretofore. 
However, because of the excessive present demand for trained teachers of 
the deaf, teachers are being hired who are not trained or have had only a few 
courses in the education of the deaf. The question of untrained or inade- 
quately trained teachers of the deaf presents, and will present, an even 
greater problem in the education of the deaf.5 More specialized training is 
required of the teacher in the education of the deaf than of any other teacher 
in special education, because deafness incurs not only a physical handicap 
but also an educational handicap. Greater public attention to the entire 
area of teaching the handicapped, may not alleviate this particular problem 
in the field of the education of the deaf, as the supply of teachers in the entire 
field of special education may always remain somewhat limited, relatively 
speaking, and prospective teachers in the general field of special education 
may elect to teach handicapped groups other than the deaf, where the educa- 
tional problem is not so great. 

In 1955 twenty-seven centers were training teachers of the deaf, with one 
hundred and thirty-two teachers of the deaf being graduated. However, the 
increase in speech and hearing clinic personnel in colleges, medical schools, 
hospitals, and preschools has tended to absorb many of the teachers who 
otherwise would be in the classrooms for the deaf. 

With the constant increase in school enrollments, the increase in preschool 
education, and more efficient methods of locating deaf pupils, the problem of 
teacher recruitment gives every indication of becoming more acute than at 
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leaf student in the United States were to be enrolled for 
P all mi CORDIA mal as is required, in general, of hearing students, 
the problem of securing qualified trained teachers would be serious. In the 
January, 1954, American Annals of the Deaf, 1,272 pupils were reported 
as being on the waiting list for schools and classes in the United States and 
Canada. The number for 1955 is greater. Although some pupils were denied 
admittance because of the lack of room, generally speaking, admittance was 
denied because of the lack of trained teachers or because the law in some states 
does not require attendance in a special school. 
In all probability, summer schools for teachers of the deaf and a more 
extensive use of workshops in schools and classes for the deaf will be impor- 
tant means of meeting the teacher training problem. 


CowcrusioN 


The next fifty or seventy-five years will probably see greater specialization 
on the part of the teacher of the deaf in a profession that is already highly 
specialized. The increase in importance of the work of the speech therapist, 
the audiologist, and the clinical diagnostician is clearly seen and will become 
even more important as the field of deafness becomes more highly specialized. 
In this lies the danger that the general teacher of the deaf, one who teaches 
speech, speech-reading, auditory training, and subject matter by any of the 
various methods, may be somewhat relegated to the background. 


require a perfect integration of all that he has learned from his speech teacher, his shop 
teacher, his reading teacher, his supervisor, hi E N Pie 
training, and above all, s MT is superintendent, his teacher in auditory 
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TOWARDS A NEW UNDERSTANDING OF THE 
DEAF CHILD 


HELMER R. MYKLEBUST 


communication. The deaf child's needs have been defined essentially in terms 
of speech and language. The major thesis of this discussion is that, i 


of the school of thought or methods used, the problems of deafness have 
been defined too narrowly. "There has been an over-simplification of these 


an end, not a means to an end; 


1Used by special permission of Annals h from 
and of Dr. Myklebust, Professor of Audit eae eur a Rye 
laryngology, School of Medicine, Northw, 
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NEW UNDERSTANDING OF THE DEAF 


state that an essential aspect of a new understanding of the deaf child is that 
we define his problem more broadly, more realistically, more understandingly. 


Tue Nature or DEAFNESS 


This new understanding must be based on the nature of deafness itself 
and its effect on the total organism. With this in mind, let us consider briefly 
the nature of hearing and non-hearing. Hearing and vision are the distance 
senses. Normally these senses continuously supplement each other. However, 
vision is usually directed specifically to the task at hand (foreground) while 
hearing serves to keep the individual in contact with the total environment 
(background). This is based on the natural, inherent aspects of hearing and 
vision. For example, vision is directional—we see only in front of us—while 
hearing is nondirectional, covering and keeping us in touch with the total 
environment simultaneously and continuously. Furthermore, hearing func- 
tions day and night, while asleep or awake, around corners and in the dark. 
When one does not hear, it becomes essential to keep in touch with the envir- 
onment in different ways; the all-directional distance sense is missing. Thus 
vision, as much as possible, must be used for both foreground and background 
purposes. In addition, the kinesthetic sense becomes the sense of awareness 
and warning. Vibrations are felt, then the sense of seeing is directed to ex- 
plore the situation further. Instead of hearing and vision, the supplementing 
senses now become kinesthesis and vision. However, kinesthesis is a much 
less effective sense than hearing for contact and exploratory purposes. This 
means that it is more difficult really to know the environment well when one 
does not hear. It is more difficult to explore the environment. There are 
always discrepancies between what an individual thinks the environment is 
like and what it is really like. But when the individual is deaf this discrepancy 
is likely to be greater. Another way of stating this phenomenon is that there 
is always a real world and the world as we see it. Even those of us who have 
all of our sensory capacities have difficulty at times in accepting the environ- 
ment as it is. It is becoming apparent, and the new understanding of the deaf 
child must emphasize, that it is very difficult to know what the real world 
is like when you do not hear; it is easier when you are deaf to accept distor- 
tions on the basis of misconception. We must emphasize that deafness is a 
significant and consequential sensory deprivation. 

It is the purpose of this part of our discussion to emphasize that deafness 
causes the individual to behave differently. The entire organism functions in 
a qualitatively different manner. This shift in behavior and adjustment is 
compensatory in nature. When a basic sensory privation, such as deafness, 
occurs, the organism must make changes in its functioning in order to meet the 
environmental demands and to survive. Deafness does not simply cause an 
inability in verbal communication. It causes the individual to see differently, 
to smell differently, to use tactual and kinesthetic sensation differently. And 
perhaps more important than all of these, but because of them, the deaf 
person perceives differently. As a result of all these shifts in functioning, 
his personality adjustment and behavior are also different. To say that the 
deaf person is like the hearing person except that he cannot hear is to over- 
simplify and to do an injustice to the deaf child. His deafness is not only in 
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the ears, it pervades his entire being. Important as ability to use spoken and 
written language may be, the new understanding must emphasize that we are 
missing the basic effect of deafness when we do not see the much more per- 
vasive manner in which deafness is consequential. To see this is not to be 
pessimistic, it is not to be hopeless. It is to see deafness for the severe organ- 
ismic legem which it is. Not to be dismayed by what we see, not to 
deny it, but to take steps on the basis of this new understanding to alleviate 
these multiple ways in which deafness is affecting the individual. The pro- 
gram then is broad, not narrow. It varies according to the individual needs 
of the children; it considers basic differences such as age of onset, etiology, 
degree of deafness, personality differences, but it has as its objective the alle- 
viation of the total basic organismic deprivation which is consequent, espe- 
cially to severe deafness, from early life. 


Researcu FINDINGS 


The new understanding of the deaf child should be based in part on our 
past experience and on the nature of deafness itself. This new understanding, 
also, should be based on current findings of research. Some research data 
which seem to illustrate and strengthen the comments which have been 
made will be presented briefly. For example, it was stated above that deafness 
is not simply an inability to communicate normally. Rather, that the effect 
of deafness is pervasive and consequential in regard to the total functioning 
of the individual, One of the ways in which to verify such a statement is to 
measure various aspects of the individual's behavior. This has been done by 
many educators and other scientific workers in the field. A review of this 
work cannot be given here. Rather, specific research results covering various 
areas of the behavior and functioning of the deaf have been selected for 
presentation, The primary purpose of selecting these data is to suggest the 
importance of considering the problems of deafness in a broader frame of 
reference than that which has been common in the past. 


Moron Capacrry 


, 

Exo workers have studied the motor capacities of deaf children. In 
od pere em been concerned with specific aspects of motor 
er peal " pue and manual dexterity. Few studies have evaluated 
ry». y as a functioning unit. To study the motor capacities 
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TABLE I 
RESULTS FROM OzenErskv Tests or Motor PnorrcreNcv 
on 50 Dear CurrpneN (30 Boys ann 20 Grats) 
(Average C.A. 11-3 for boys and 10-11 for girls) 


Average Average 

Boys Retarda- Girls Retarda- 
| tion tion 
| Average Motor Age 9-5 110 9-5 16 
General Static 8-11 24 8-4 2-7 
| Dynamic Manual 10-11 04 10-9 0-2 
| General Dynamic 9.8 17 9.9 1-2 
Speed 6-11 44 7-10 3-1 
Simultaneous Movement 8-9 2-6 9-4 1-7 
Synkinesia 10-4 0-11 10-4 0-7 


areas measured, with the greatest retardation occurring in the area of speed 
of motor movement. In general the boys seem slightly more retarded than 
the girls but the areas of greatest retardation are the same for both sexes. 


In another study of the motor capacities of deaf children, the Health Rail- 
Walking Test was used. This test measures generalized loco-motor coordina- 
tion. The task is to walk three rails of decreasing widths in a heel to toe 
manner. This test was given to two groups of deaf children. All of the chil- 
dren above six years of age in an Eastern and a Mid-Western residential school 
for the deaf were included. The results were then compared with the norms 
for normally hearing children on the Heath Rail-Walking Test. These 
results are given in Table II. 


TABLE II 


Scores ron Dear AND HEARING CHILDREN ON THE HEATH 
Ram-Warxiwc TEsT 


DEAF HEARING* 


Eastern Scuoor 


Mean Mean 
N C.A. Mean S.D. N CA. Mean S.D. 
Males 105 13.0 73.8 18.2 41 13 106.1 32.1 
Females 98 130 591 145 50 13 930 260 


Mip-wesTERN SCHOOL 


Mean 
N C.A. Mea SD. 
Males 40 12.8 72.5 15.4 
Females 31 12.4 56.8 6.6 


*Data for hearing children supplied by S. R. Heath, Jr. (Differences between the 
Deaf and Hearing significant at the one per cent level.) 
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The results from the use of the Heath Rail-Walking Test, like the results 
from the Ozeretsky Test, indicate that the deaf children have motor difficul- 
ties. It is interesting that the results from the two schools for the deaf are in 
very close agreement. Furthermore, the difference between the sexes js 
approximately the same for both the deaf and the hearing; the boys are 
superior in both instances. The data presented in both Tables I and II suggest 
that the deaf children in residential schools are different from hearing chil- 
dren in motor capacities. These differences, however, are not present in all 
types of motor activities. On the basis of experience and from research evi- 
dence it seems that deafness does affect the organism motorically. The reasons 
for a relationship between deafness and motor functioning seem to include 
both psychological and organic factors. Progress is being made in studying 
these inter-relationships. 


PERIPHERAL VISION 


INTELLECTUAL Caracrry 
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ner as the hearing child. The data given in Table III illustrate the quantita- 
tively normal intelligence of deaf children when performance tests are used 
and the reduction in score when verbal tests are used. 

The verbal scores were derived from the five sub-tests of the verbal part of 
the Wechsler-Bellevue test and the performance scores were derived from 
five sub-tests of the performance part. Further analysis of these results re- 


TABLE III 
RESULTS FROM ADMINISTERING THE WECHSLER-BELLEVUE INTELLIGENCE 
Tesrs ro Dear CHILDREN 


VersaL Score PERFORMANCE SCORE 
AcE 
Mean S.D. Mean S.D. 
12 18 64.6 14.3 102.2 15.1 
13 16 60.6 11.4 104.8 13.2 
14 16 62.6 14.7 98.5 14.8 
15 15 69.9 12.0 102.0 14.5 
16 10 73.5 13.6 100.5 12.1 
17 10 70.9 10.8 103.0 9.9 
"Total 85 66.5 13.7 101.8 14.5 


vealed no differences between the sexes and no differences between the exo- 
genous and endogenous on either the verbal or performance scores. The 
performance scores are average for all age levels. In general the verbal scores 
fall at approximately two-thirds of normal and show only slight progression 
from twelve to seventeen years of age. 


Socar Marunrrv 


An area which manifests directly the pervasive effects of deafness is social 
maturity. Social maturity means the extent to which an individual achieves 
independence; the extent to which he learns to care for himself and assists 
in caring for others. The scale most useful for measuring social maturity is the 
Vineland Social Maturity Scale. 

The infant gradually learns to care for himself. He gradually learns to 
feed himself, to care for his toilet needs, to dress himself, and to earn for 
himself. How does the deaf child compare to the hearing child in this devel- 
opment of independence? Research on social maturity is suggesting rather 
definitely that the deaf child matures and acquires independence more slowly 
than the hearing child, and that he remains somewhat retarded as compared 
with the average even at adulthood. This research on social maturity illus- 
trates what is meant by the difficulty which the deaf child has in realizing 
his inherent potential. It has been stated that the deaf child is not quantita- 
tively inferior in intelligence, but when we consider his ability to assume 
responsibility for himself and to function in an independent manner, we find 
that it is more difficult for him to achieve this type of social behavior than itis 
for the hearing child. This means that deafness causes social immaturity. 
Deafness causes an individual to be more dependent on his parents and on 
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other members of society. This is a significant problem because some deat 
people realize that they are more dependent on others and because of this 
dependence they consider themselves incapable and inferior in general. One 
of the basic tasks of the educator, and of other specialists, is to help the deaf 
person to accept a certain type of dependence, but to realize that such de- 
pendence does not mean generalized inferiority. 

The new understanding of the deaf child must include the awareness that 
he has greater difficulties in achieving independence and social maturity. By 
implication this means that teachers and educators everywhere must be 
concerned with programs which will help him to overcome these difficulties 
to the greatest extent possible. However, part of the new understanding 
should include a willingness to accept the limitations of deafness for what 
they are and to help the deaf person to live happily with these limitations. 
"There is no way in which the effects of incurable deafness can be completely 
circumvented. True acceptance of deafness and its limitations is a basic step 
toward the new understanding of the deaf child. 


VisuaL PERCEPTION 


By perception is meant the understanding and interpretation of sensory 
experience. For example, sounds which are heard must be interpreted. Sounds 


highly automatic. Some refer to this process as being primitive. In any event, 
the perceptual process, that is, the interpretation of sensory experience, is 

ighly automatic and essentially habitual at a very early age. It has now been 
well established that intersensory perception is common in the normal indi- 
Eu In other words, what we are seeing is interpreted partially on the 
B re we have heard, whether what we are seeing is producing a 

Auditory experience assists us in interpreting and evaluating visual experi- 
ence; likewise, we are assisted in interpreting both auditory and visual ex- 
perience by tactual, Kinesthetic, olfactory and gustatory experience. Further- 
more, all of our sensory experience is related to sensations (um within. 
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different. This means that the perceptions of the child who does not hear 
are qualitatively different from those of the child who does hear. The 
implications of these findings are far reaching. In general, the implications 
are that the deaf child should be given specific training in perception. He 
should be trained to use all other senses to supplement the visual sense, because 
the visual sense is his basic distance sense. Beginning reading material 
especially should be planned on the basis of his visual perceptual difficulties. 

From the point of view of the pervasive effects of deafness this is perhaps 
one of the most fundamental and consequential ways in which deafness is 
manifested. Perceptions are the basis of concepts. One of the reasons that 
we are finding that the deaf child is more concrete, that is, his mental processes 
are less abstract than the hearing child’s, may be that the deaf child has more 
difficulty in structuring and clarifying his perceptions. It is entirely reason- 
able and logical to assume that this qualitatively different perceptual experi- 
ence of the deaf child is a basic problem in all of the deaf child’s adjustment 
and behavior. It can be expected to be related to his progress in all ways, 
academically, vocationally, socially, and emotionally. 


PERSONALITY AND ADJUSTMENT 


It seems logical that a sensory deprivation as great as deafness would affect 
the personality adjustment of the individual. Various studies have indicated 
that this is true. Furthermore, increasing clinical experience in making differ- 
ential diagnoses of deafness, aphasia, emotional disturbance, and mental 
deficiency in preschool children indicates that deafness in early life signifi- 
cantly alters the behavior of the young child. To study these effects of deaf- 
ness in adulthood personality tests were administered to the students of 
Gallaudet College* and to a comparable group of individuals through the 
Chicago Hearing Society. Extensive statistical analysis of these results has 
been accomplished. The Gallaudet group consisted primarily of individuals 
with severe hearing losses sustained from birth or early infancy. The Chi- 
cago Hearing Society group consisted largely of individuals who were con- 
sidered hard of hearing and who sustained their hearing losses during early 
adulthood. Only major conclusions of this study can be given here. The 
findings are highly conclusive in suggesting marked difficulties in adjustment. 
The Gallaudet group is significantly inferior to the Hearing Society group. 
Both groups deviate substantially from the norms. However, the earlier in 
life deafness occurs, apparently the greater the effect on adjustment. The 
point of view that if an individual has never heard, he does not know what 
he is missing and, therefore, there is no effect on personality, is not supported 
by this study. Rather, the longer one hears, the less effect on adjustment 
is a more tenable statement. Moreover, women show less ill effects than men 
and this is true for both groups. Bo k 

This study substantially verifies the statement made at the beginning of this 
discussion, to the effect that it is more difficult for the deaf child to understand 
and to form a close contact with his environment. It seems that when deaf- 
ness occurs early in life it is extremely difficult for the person to be realistic 
about the world in which he lives. He tends to withdraw from the world and 
to develop an internal, a fantasy world of his own. All that has been learned 
about mental hygiene suggests that this is undesirable. 
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the conclusions of research are highly stimulating and challenging. The new 
understanding of the deaf child must include the awareness that he is making 
only a partial adjustment to his environment. His deprivation of hearing 
precludes his establishing mature relationships without much com: 
effort. Although deaf children in general compensate by using the kines 
thetic sense to supplement the visual sense, it is apparent that such compen- 
sation is only partially effectual. 

The nature of hearing and non-hearing, the psychology of deafness, is 
gradually being clarified. It is obvious that the teacher and the educator 
should be more aware of the deaf child's difficulty in maintaining normal, 
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EVALUATING THE INTELLIGENCE OF THE DEAF 


GEORGE LAVOS 


In educational and vocational planning and training, modern techniques 
call for an evaluation of a child's intelligence. Intelligence testing has been 
extended throughout guidance and education, including those of the deaf. 
The early attempts at testing the deaf used a verbal test of the Binet type, 
first transcribing the spoken portion into written form and, when this was 
found unsatisfactory, translating the test into signs and finger spelling. The 
language structure of the test and the verbalized imaginative situations in the 
items interfered too extensively with a literal and even simplified translation. 


A Variety oF TESTS 


The need was for a test which did not require language to instruct the 
pupil in his tasks, did not require him to use language to carry them through,* 
and did not require a language response. A variety of tests, more or less 
meeting these criteria, have been offered, including the Pintner-Paterson, the 
Arthur Performance Scale, the Leiter International Performance Scale, the 
Cornell-Coxe Performance Ability Scale, and the performance portions of 
the Wechsler scales for adults and children. An English investigator used the 
Anderson Performance Scale. While the foregoing were standardized on 
and designed for hearing children, pantomime directions can readily be given 
to the deaf and they already meet the two of the criteria stated at the end of 
this chapter. B 

A few tests are designed for specific use with the deaf. The Ontario 
School Ability Examination is one, being adapted from existing material, 
some extensions made, and tried out on the deaf. Age standards in the test 
are derived from hearing children, but instructions are given for pantomime 
directions. The Hiskey Nebraska Test of Learning Aptitude represents a de- 
parture in test construction for the deaf. Hiskey analyzed classroom activities 
of young deaf children from a learning point of view and standardized tests 
for these activities basing his norms on over 400 deaf children. An English 
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i Iso developed for use with 
le, the Drever-Collins Performance Tests, was a or 
she deaf and standardized on them. Two tests, adapted from existing tests, 
have been used at Central Institute for the Deaf but not elsewhere, 
These tests are of the manipulatory, performance, concrete type consisting 
of form boards, puzzle pictures, block construction, copying visual perceptions 
of form and motion. Scoring is based on what is done with the material, 


Num 


samples and easily demonstrated instructions. A new group test was recently 
announced by Du Toit from South Africa,? in which the content was deter- 
mined by a careful statistical analysis. Norms were obtained from the criterion 
test, a language scale, and are based on hearing children. 

Several investigators have made use of tests involving only one kind of 
Capacity and not standardized on the deaf. The Goodenough Draw-a-Man 
test has been used extensively with the deaf and there are reports available of 
the use of Porteus mazes and Raven’s Progressive matrices. It js interesting 
to note that Du Toit’s analysis resulted in rejection of the Draw-a-Man and 
a maze test, but acceptance of the matrices. 

In offering these tests, the authors were of two camps on the nature of 
the intelligence measured. For some the non-language test, whether of the 
Performance or ‘drawing-on-paper’ kind, was a supplement to the language 
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children as they do among younger children. The two non-language tests do 
not differentiate among older, more capable children as well as they do among 
younger, less capable children.*+ 

With deaf children the supplemental tests, of either type, have become 
the substitute and results from such tests are interpreted with the same import 
for school adjustment of deaf children that language tests carry for hearing 
children. No work has been done to adapt language tests to the deaf since 
the failure of the early investigators. There has been, however, dissatisfac- 
tion voiced with the continued use of non-language tests with the deaf.5-® 


RESULTS oF SUMMARIES 


Pintner listed these probable mean intelligence quotients for the deaf after 
reviewing all data to 1940: performance tests, 91; ‘drawing-on-paper’ test, 86; 
and the Draw-a-Man test, 88. He made an overall evaluation of a ten-point 
inferiority of the deaf in comparison with the hearing. He pointed out, how- 
ever, that this mean difference should not blind us to the overlapping of the 
distributions of the quotients of the two.* 

Myklebust said the “during the past fifteen years (i.e, prior to 1953) 
various workers have uniformly concluded that . . . deaf children are not 
generally inferior in intelligence as concluded by Pintner.” He pointed out 
that, in spite of the quantitative equality, qualitative differences still exist in 
perceptual and conceptual functioning and in reasoning.* 

Although no studies as extensive or as well controlled as those upon which 
Pintner based his summary have since appeared, there are a few studies of a 
restricted nature. Two reports using Raven's matrices, an abstract ‘drawing- 
on-paper’ test measuring one capacity, were published *^ and three em- 
ployed performance tests.!|-!? None has been made using a comprehensive 
type of ‘drawing-on-paper’ test. Other studies have been published in which 
deaf were compared with hearing on variables other than intelligence. In 
some of these, deaf and hearing were matched in intelligence which would 
be valueless as a survey,!4 while others sought to study the relationship be- 
tween two intelligence tests or other variables, again not surveying intelli- 
gence.!° In a few instances studies of this type do survey intelligence to an 
acceptable degree and can be included.!97* 

Of the two investigators who used Raven’s matrices, one found that young 
deaf children were retarded. 1 to 3 years and older more when compared 
with hearing, and the other substantiated the general trend of these data.18-19 
The representativeness of the groups studied was not clearly shown. The 
performance tests indicated somewhat different trends. -Albright,?° testing 
130 pupils enrolled in a day-school, aged 6 to 18, secured a 95 mean quotient 
on the Ontario. Capwell, using the Arthur in a residential school, reported 
an approximately normal distribution.?* Hood obtained a 99 mean quotient 
for 401 children, 8 to 12 years of age, on the Anderson Performance test. 

Among those in which intelligence assessment was an incidental but 
acceptable aspect to another purpose, Johnson reported a 97 mean pre 
on the Chicago for 188, 12 to 24 year óld deaf in a residential school, ^an 
Knieval an identical mean for the same test for 21 years olds in a similar 
school.?* Johnson reported she tested 74% of the enrollment in the age range 
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on the Stanford using 49 hearing children, 5 to 11 years old, as subjects. 
These children scored highest on the Binet, next on the Ontario, and lowest 
on the Nebraska. When the Ontario and the Nebraska were given to 49 
deaf children in the same age range, the deaf scored higher on the Ontario 
than on the Nebraska. The difference between the means of the Ontario 
and the Nebraska was statistically reliable for both hearing and deaf groups 
but, with the hearing, the difference between the Binet and the Ontario was 
not. The Ontario appears to give higher quotients than those from the 
Nebraska, and these are closer to those of the Binet than the Nebraska.?* 
Amoss in describing an initial use of the Ontario with hearing children said 
that there was close correspondence with the Stanford-Binet for 6 to 11 year 
olds and a five-point lesser correspondence with older retarded, the older 
retarded scoring higher on the Ontario because of the increased language 
emphasis of the Stanford-Binet after the ninth or tenth year level.?? 

In a limited but pertinent study, Graham and Shapiro analyzed the effect 
of pantomime directions in administering the performance part of the Wech- 
sler Intelligence Scale for Children ordinarily given through hearing. After 
equating 20 deaf children with two groups of hearing children, 20 in each, 
on intelligence Cusing the Draw-a-Man), health, sex, color, age and nativity, 
the Performance Scale of the W.I.S.C. was given. The deaf and one group of 
hearing children were given the test in pantomime. The second group of 
hearing children, used as the control group, was given the test through hearing 
as usual. Of the three groups, the hearing control group had the highest 
mean. The two groups given pantomime instruction. averaged lower, the 
hearing pantomime group significantly so when compared with the control 
group. The deaf averaged higher than the hearing pantomime group but 
not significantly so. The mean of the deaf group was five 1.Q. points lower 
than the control and the hearing pantomime group was six points lower than 
the control group. In view of this trend, the investigators suggested that a 
correction factor be developed to nullify the effects of pantomime directions.*° 
It is pertinent here to point out that Pintner provided, in the norms for the 
deaf on the Non-Language Test, Intermediate Series, a correction factor, 
especially for those scoring low.?! 

In line with the apparent difficulty of using pantomime directions is a report 
by Johnson. In analyzing the effect of academic or symbolic level on intelli- 
gence quotients among the deaf when given the Chicago, she found that the 
deaf child's ability to respond to the test adequately at younger age levels 
was hampered by his lack of symbolic skill when compared with hearing 
children of like age.8? Although the Chicago is planned to be given either 
through hearing or by pantomime, the norms for the pantomime directions 
start at an older age than those for the auditory directions. 

While no sex differences were reported by other investigators, in an analysis 
of the use with the deaf of the Revised Beta Examination, a ‘drawing-on-paper 
test, a significant sex difference in favor of the boys was found. The sexes 
had been equated with regard to intelligence on two other scales, the Chi- 
cago and the Pintner Non-Language, and consequently the sex difference 
on the Beta appeared to be a resultant of the nature of the test content, which 
was masculine in import. The Beta manual indicated that the test could be 
used with hearing women, although it was not standardized on them. From 
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the analysis of the use of the test with the deaf, it was concluded that the test 
was not to be used with deaf girls unless it was specifically standardized on 
them.?? A 

In summarizing these applications, these trends seem significant. OF two 
tests designed for the deaf, the Ontario and the Nebraska, the Ontario seems 
to give results closer to those obtained on the Stanford-Binet when the three 
are used with hearing children. Pantomime directions, possibly in the form 
of poorly differentiated symbols, seem to hamper subjects even when the 
subjects have such communication as a pattern. While no sex differences have 
been reported, one test, usable with the deaf, seems to favor boys by the 
nature of its content. 

In any clinic program, retesting with the same or another test is often 
necessary for verification of the diagnosis. Retesting studies have been carried 
on to some extent. The quotients obtained from retesting with the same test 
or from two separate tests seem relatively well correlated although not so well 
that quotients from the same test after an interval of time has lapsed have the 
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Another study** also substantiated the finding that, when deaf children were 
retested on the same performance scale, gains outweigh losses to a greater 
extent than expected. 

In the investigation of the retest characteristics of the Chicago it was found 
that sex, age at the time of the second testing, and means of communication 
were not associated with gains, but that intelligence status on the first testing 
was, the greatest gains being made by those in the 70 to 89 range. It is 
possible that, in comparison with this low average group, those scoring higher 
would not gain proportionately as much from their greater ability to symbolize 
because they already had sufficient capacity to cope with the relative difficulty 
of the test, and those scoring below possessed only the abilities necessary for 
a minimal score but insufficient to profit significantly from growth in the 
interval between testings.'' While the explanation for this trend toward 
higher second quotients is varied,** the fact remains that retest quotients are 
necessary in educational and vocational planning. 

Other reports showing the relation between intelligence test scores and 
other capacities among the deaf are available. These may be grouped under 
educational achievement, communication skills, mechanical ability, and social 
competence. 

The first study relating non-language intelligence and educational achieve- 
ment was carried on by Brown.*® He found no relation between the reading 
portion of the Stanford Achievement Test and a performance and a ‘drawing- 
on-paper’ test. He did find a positive but limited relation between the two 
intelligence test results and combined arithmetic computation and reasoning 
scores. A coefficient of .45 was found for the Pintner Non-language and one 
of .37 for the Arthur Performance Test. Albright’s report corroborated to a 
partial extent Brown’s findings. Between a reading test and mental ages on 
the Ontario she did not find a statistically verified relationship. She did find, 
on the other hand, that mental age correlated significantly, .42, among chil- 
dren in the higher grades with average standing on the Stanford Achievement 
test. Lane, as well as Albright, found evidences of a general trend of a posi- 
tive relation between eventual school achievement and performance intelli- 
gence.* No child with a quotient above 110 failed to complete the eighth 
grade and no child with a quotient below 110 was able to graduate from 
college. She concluded with the statement that "performance tests . . . 
furnish an index of the possibilities of the deaf child" in school accomplish- 
ment. In another report, she showed that deaf children with quotients on 
performance tests ranging from 120 to 139 have higher results on a standard- 
ized educational achievement test over a period of several years than those 
with quotients in the 70 to 89 range. The difference between the two groups 
was heightened after the fifth grade level.5? Another study reported a corre- 
lation of .41 between the Pintner Non-Language test and a test of proper 
language expression especially designed for the deaf.* This correlation es 
efficient was significant, and regarded by statisticians as being somewhat 
substantial. Pugh5* reported data which have a related bearing on the Mert 
topic. Using a language group test of intelligence, the Otis, with the dea 
(which is in essence an evaluation of reading ability combined with langile 
intelligence when used with the deaf) and several drawing-on-paper T 
performance tests, she reported correlation coefficients of a relatively low order 
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but statistically significant. The coefficients between the Otis and the Pintner- 
Paterson and Arthur performance tests were .21 and .29 respectively, while 
those with the Chicago and the Pintner ‘drawing-on-paper’ tests were higher, 
.32 and .43 respectively. 

2 a He conclusion, there is a positive relationship between non- 
language intelligence test scores and educational achievement. The relation- 
ship is low, not more than 2096 better than chance. Comparing the perform- 
ance and the ‘drawing-on-paper’ tests, the latter are somewhat more closely 
related to educational achievement duplicating array between such tests and 
tests of language intelligence. 

As a summary thought, the logical distinction of necessary and sufficient 
conditions may be applied here. From the relatively low order of positive 
relationship between educational achievement and non-language intelligence, 
the test measures skills in deaf children which are necessary for their educa- 
tional growth but insufficient in themselves to control such growth in any 
major way. 

Apart from educational achievement, intelligence has been related to only 
à scattering of other abilities in deaf children. 

Intelligibility of speech of deaf children bears no relationship to their 
intelligence on a ‘drawing-on-paper’ test. And the same conclusion can be 
reached about the relation between intelligence and speech reading ability. 
These relationships hold true for older deaf children who are a selected 
group. 
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were also weak and neglible. These coefficients did not exceed 5% better 
than chance. 

In summarizing this review of the relationship between non-language 
intelligence and other variables in deaf children, the following would be the 
order of the relationships. Highest is the relation between non-language 
intelligence and mechanical ability, followed by educational achievement; 
communication skills unique to the deaf, and self-rated and other-rated person- 
ality adjustment are not related to non-language intelligence. 


INTERPRETATIONS 


Pintner advanced two possible causes to account for his conclusion that the 
intelligence of the deaf was, on the average, lower than that of the hearing.®* 
He outlined the possibility of a linkage of physical cause for deafness and 
retardation. The invasion of disease organisms can attack the central nervous 
system as well as the hearing mechanism. This would account for the distribu- 
tions of intelligence which are skewed toward the lower levels of functioning. 
The data bearing directly on this possible cause are limited. Hood cited a 
higher quotient for meningitic deaf children than those deafened from other 
causes,"? and Burchard cited no differences in intelligence between congenital 
and acquired cases. A definite study based on modern methods of diagnosis 
would be helpful at this point. 

Pintner also suggested that congenitally deaf children may come from 
families of inferior intelligence. The steps leading to this relationship are 
the following: The incidence of deafness among the lower income brackets 
is greater than among the higher. On the one hand, lower income families are 
less able to afford medical care, and on the other, average deaf families may 
not be able to secure as high an income as hearing families. There is a link 
between lower income groups and lower intelligence, but the evidence of this 
Jast link is not clearcut except in extreme differences between income levels, 
since for hearing children, "more than three-fourths of the children who are 
above the average in intelligence come from the less favored occupational 
groups"9* An investigation equating on socio-economic factors as well as 
those in the pathology of deafness would throw light on the two theories 
accounting for the lower than average intelligence of the deaf. i 

The problem also appears to be in part a need to resolve the difference 
between performances and 'drawing-on-paper tests. While the former involves 
overt manipulation and some symbolization, the latter is covert and involves 
symbolization more definitely. Visual perceptions of differences, similarities, 
sequences, imagery, etc., in the latter take the place of manual placement of 
objects. Deaf children’s visual perceptions may not be identical with those of 
hearing children. They may be less able to establish and distinguish among 
their visual perceptions and to advance from these into abstractions an 
conceptualizations.®® al 

Asa step in the advance from the perceptual to the abstract and ee ; 
the ability to use symbolization is significant. Word and cd iden s; 
so much a part of our environment, enable us to carry on a host o nen liary 
functions that aid our mental functioning. Our perceptions can be nd 
by symbols; discrimination is heightened; symbols aid in classifying and dis- 
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covering relationships; extensions beyond the immediate environment can be 
made by symbols. There are some data in the literature that hint of the possi- 
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ated. The more pervasive the hearing loss, the greater the decrement in 
reasoning was the general finding. As the degree of acuity diminished, as the 
onset occurred earlier, as the duration lengthened reasoning ability diminished 
especially in the non-language abstract areas, and those dependent on train- 
ing. In one respect, however, the severely deaf children were the equal of 
hearing children. When matched on residence in school, intelligence level 
(not quotient), and educational achievement, although five years older 
and in schoel three years longer, deaf children were the equal of hearing 
in verbal reasoning dependent on training, in the more abstract aspects of 
verbal reasoning independent of training, and in classifying in abstract non- 
language reasoning. In connection with the evaluation in abstract non- 
language reasoning, the deaf were significantly inferior to the matched hear- 
ing in analogies. Temple suggested, in her discussion of this finding, that 
although the deaf received considerable practice in classifying as part of their 
visual perception education, they had none in analogous reasoning. Her 
findings have significance at this point in that, when deaf had the same 
mental and achievement (symbolization) level as the hearing, they were the 
equal of hearing except in an area in which they had scant practice. While 
it took five years of their life and three years of their schooling, they were able 
to 'catch'."? A developmental study is needed now to trace whether they 
maintain their status, as well as further substantiation of the present data, 
since only 28 subjects were involved in the comparative analysis. 

Contrasting the intelligence of deaf and hard-ofhearing children may 
throw some light on the thought that facility with symbolism in an ordinary 
language may aid in 'drawing-on-paper' tests. The two groups are, in general 
terms, equated with regard to the two theories advanced by Pintner. In a 
study by Lev and Pintner of hard-of-hearing children in public schools,59 
while such children were inferior to hearing children on a verbal test, the 
difference being reliable, they were not on a ‘drawing-on-paper’ test. Since 
these hard-of-hearing children were more similar to hearing children in 
language (for they were in regular classes) than to deaf children, the 
difference between the effectiveness of deaf and hard of hearing on 'drawing- 
on-paper’ tests may be due to the language difference between the two. 

Besearch with adequate instruments that function reliably over a wide 
range would clarify the situation. Each of the three explanations has face 
value, and they are not mutually exclusive in explaining the intelligence level 
of the deaf. T 

In moving into more definite testing of the intelligence of the deaf in 
order to resolve the conflicting trends in the data to date, attention must be 
given first to the establishment of instruments to measure intelligence capa- 
cities in the deaf. In this venture the, following criteria are offered in addi- 
tion to those which hold true for the testing of hearing children. 

The criteria for validity of the test must be clearly stated. "The use to 
which such scales are put, chiefly in school and vocational planning, strongly 
hint that the scale must differentiate in that cluster of capacities that permit 
one child to learn more than another when all circumstances except those 
dealing with the capacities in question are equated. A scholastic NEA a 
for the deaf might be the answer. After allowances are made for the usua 


factors that hinder learning, the test should differentiate between those who 
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petes only with other deaf in school, he will face hearing youth in tra pry 
and on the job. Both norms are useful, but the relative positions 
children are still ascertainable with the latter alone. 2 
The fact that in maturation different capacities emerge or submerge in 
the cluster of intelligence capacities must be recognized in tests for Ss 
age levels. Thus the contents may shift from sensory discriminations, 
perception of similiarities and differences, and associational thinking to 
relational thinking and limited verbalization for older children, The test 
content should be multiple in approach, not unitary, until theoretical con- 
siderations on this matter have been resolved. Uniform standardization 
should not only be made horizontally but extended vertically so that a wide 
range of ages is uniformly related by standardization. Representative stan- 
dardization groups of deaf and hearing children should be used throughout. 
In making use of pantomime and natural gestures in giving the subjects the 
instructions, both the gestures and the instructions should be simple, direct, 
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To most people a deaf person is an oddity. His is a handicap that carries 
no outward crippling mark. Indeed, it is not until the deaf person has failed 
to respond quickly and perfectly to a sound, that the average individual gives 
him a second look. That second look invariably includes an emotional reac- 
tion which unfortunately is not one of sympathy and understanding but 
rather of intolerance and frustration for lack of knowing how to communi- 
cate with those who for so many years were also considered to be ‘dumb’. 

Instead of repeating what was said in a normal voice and in a natural unex- 
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tiously deaf, making progress in school or failing miserably, and on and on. 
Hearing may be his primary difficulty, or it may be but one of many. He may 
have unique complications of hearing, as the child is thought to ‘hear’ the 
speech of others while actually, because his hearing is adequate in the low 
ranges but not in the upper ranges, he misses all the niceties of language on 
which discrimination in thought and sharpening of understanding depend. 
It is evident that proper placement can be made only after considering the 
entire physical and psychical syndrome. 

Deafness isolates as no other handicap does. For this reason it is important 
to rear the deaf child in as normal an environment as possible. He should 
live at home as an active member of the family and the community. In order 
to do this and to have his educational needs properly taken care of, the day 
school program is the ideal. 


New York Crry Day SCHOOL ron THE DEAF 


Jr. H.S. 47 Manhattan, the New York Gity day school for deaf and hard of 
hearing pupils, was established at the request of parents who desired that their 
children be educated while living at home instead of being sent to an institu- 
tion. The school is the largest school in the United States devoted entirely to 
acoustically handicapped pupils. The rooms are well lighted so that the lips 
of teachers and pupils can be ‘read’ easily, and classes are small, — about ten, 
— so that a maximum of individual attention may be given. 

Obviously, what children with hearing losses need most is some hearing. 
Training whatever hearing remains, by some means of amplification from the 
earliest age possible, conserves and makes usable a faculty that would other- 
wise deteriorate. For this reason all children from the babies in Pre-School 
on up are provided with individual hearing aids; these are loaned to children 
of the Pre-School through the generosity of the hearing aid companies. 
Classrooms are equipped with the latest type of electrical group hearing aids. 
These have been perfected as a result of recent post-war research and provide 
each child’s desk with earphones and individual controls for augmenting or 
decreasing the volume of sound. 

There is a large auditorium, a nature room, science rooms, an open yard 
for play space, as well as two gymnasiums. In the after-school recreation 
center, open daily, two teachers are present to assist the children in their self- 
planned and self-directed activities. ‘There is a large cheerful cafeteria where 
hot lunches are served at nominal cost under the direction of the school dieti- 
cian and her staff. A specially prepared hot midday meal is served by the 
teachers to the babies of the school. Free lunch is provided where necessary. 

In September 1940, a ninth year was added to the elementary program and 
Public School 47 became Junior High School 47. A thorough study of our 
program was made by the New York State Board of Regents. The academic 
and pre-vocational program was reviewed by a group of experts to ensure that 
the curriculum covered the standard first year high school course. 

The Charter, issued by the Board of Regents, dated November 1945, holds 
a place of honor in the school, and states that “official inspection shows that the 
required provision has been made for building, furniture, library, apparatus, 
and other equipment for proper maintenance, and that curriculum offerings, 
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teaching standards, and all other requirements have been met.” Junior High 
School 47 is the only school for the deaf in the metropolitan area to which a 
junior high school charter has been granted. 


‘TRANSPORTATION 


The buses have been called the life-line of the school. The boroughs of 
New York City encompass a wide area, and since Junior High School 47, 
Manhattan, is the only day school for the deaf in the entire city, the children 
who attend must be transported to and from school. This transportation is 
provided free of charge by the Board of Education. In addition to the driver, 
whose undivided attention must be given to handling of the bus so as to 
ensure the safety and comfort of his young charges, there is a matron on each 
bus, whose duty it is to see the personal needs of the children. 

The school has, in all, fourteen buses bringing its children to and from 
school. As the once remote expanse of our city becomes populated and begins 
to house our ever-increasing population, so the bus routes are changed to 
accommodate the needs of our children. The children are encouraged to start 
using the subways when they reach the junior high school grades, but most 
of them have become so attached to the comfortable atmosphere of the bus, 


that they are loath to change. Roughly, 20% of our entire registration uses the 
subways. 


Tue Pre-Scuoor Procram 


Junior High School 47 is probably the only school in New York City which 
contains such a wide range of age groups, the youngest being the two-year 
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situations in which lip reading can play a natural and functional role. For 
this reason, the daily schedule, once established, is followed faithfully. When 
a young deaf child is thoroughly familiar with the sequence of activities, it 
becomes a simple thing for him to understand that those movements of 
teacher's lips must mean, “Take off your coat,” or “We're going out to play" 
because those are things that have always happened at that time of the day. 
There lie the beginnings of lip reading, to be followed, as the child's capaci- 
ty for attentive watching grows, by lip reading opportunities timed to meet 
his chosen activities of the moment — “Throw the ball to me,” "You're 
pushing the wagon," "Let's put the train on the tracks." 

It is in these same natural situations that another important step in his 
education, — the use of the individual hearing aid, — is introduced. Worn 
at first only a few seconds each day, — enough to pick up, perhaps, the sound 
of his own mallet hammering away at the bang-board, — the aid becomes 
almost as much a part of him as his clothing. By the time the twos have 
become threes and fours, the aids are worn even in the rough and tumble of 
outdoor play. Occasionally, of course, even the most experienced teacher 
of the deaf encounters an unexpected obstacle, as in the case of Kenneth, who 
after wearing his aid for a year with great pride and gratifying results in 
improved speech and hearing, suddenly and completely rejected it, to the 
dismay of family and teacher. He'd reached the cowboy stage, complete with 
boots, shirt, gun, and ten-gallon hat, but nowhere in his gallery of pictures 
was there a single cowboy using a hearing aid! 

Natural daily nursery experiences provide the stimulus for the beginning of 
speech. There is no pressure exerted at any time for perfection of speech nor 
is there a tutorial type of program set up for this area of learning. Constant 
use of the individual hearing aid together with a good nursery program in 
which the teacher purposefully meets the needs of the handicap of deafness 
brings about, quite naturally, the beginnings of spontaneous speech in the 
deaf child. The quantity and quality of this natural expression vary with the 
degree of residual hearing and to the extent that the child makes use of this 
hearing. Motive for learning to hear or, shall we say, for learning to interpret 
whatever little gets through, has recently shown surprising results in some 
children thought of as severely deaf. 

A good teacher, using methods in vogue some years ago, could get most 
deaf children to repeat a list of words such as ball, arm, and fish. He gave 
a drilled response when shown an object or picture. He rarely used the words 
spontaneously. This technically is not speech but rather a repetition of words. 

Real speech is motivated by a desire for expression. The program producing 
functional speech is much more difficult for the teacher and calls for one 
who is highly skilled in the work for the deaf and has a well-rounded back- 
ground in child development. 

Another vital aid to hearing and speech growth is the acoustic training 
program, which is begun very early in the child's school career with exposure 
to the gross sounds of musical instruments and noisemakers. By the time 
the five-year olds are ready to leave the Pre-School, many can distinguish 
among various rhythms played on the piano. One group of hard-of-hearing 
five-year olds became such proficient listeners to records played over the group 
hearing aids that they anticipated the characters and events of the story with 


203 


HARRIET S. MCLAUGHLIN 


i thusiastic sound effects, and the air was filled with amateur bow- 
UN sirens, hoof-beats, etc. Children who seem profoundly deaf 
when they enter school frequently show response to sound after daily system- 
atic training with hearing aids. No claim is made for improvement in 
hearing, since the audiometer readings remain fairly uniform. Ability to use 
the remnant of hearing one has from An age An two necessarily makes the 
child more at one with the world in which he lives. 

By the time the young deaf child in Junior High School 47 has reached the 
age when normal children first enter school, he has shared in rich and pleasur- 
able experiences, and he can turn confidently to his first year in primary school, 


Tue Grave Scuoor. Cunnicur.uw 


The major aim of the New York City day school is to educate children with 
earing impairments so that they may attend a regular school. For most deaf 
children this goal is realized at the senior high school level. For some, the 
transfer can be made earlier. 

In order to have the deaf child ft into the program of the normal school, 
he must be educated along the same lines as his hearing brothers and sisters. 
In addition to the special work in speech, language, lip reading, and acoustic 
training, the curriculum areas coincide with those in schools for hearing 
children, with the exception of music. In this area, we have substituted work 
in rhythm and acoustic training. 


The areas listed in the Board of Education Bulletin, Curriculum Develop- 
ment in the Elementary Schools, are: 


Personal management, social behavior and responsibility, exploring school and 
community, practices of democracy, school and community activities and serv- 
ices. 

Health: health instruction, guidance 
tional adjustment within self and withi 
ation, and play; nutrition, 


, and services; safety education, emo- 
n group; physical activities, rest, recre- 


1 Arts: manipulation, experimentation, 
tion; expression through painting, model 
processes; practical applications. 


Language Arts: reading, li posi spel 
g : g, literature, use of library, com ition lin 
penmanship; correct usage; speech, listening, dramatization. : : 


Social Studies: histo ivi 
ed” geography, civics, character family relationshi 
consumer problems, intercultural education, citizenshi ‘chu xod ree 
of democracy. Er xc 


Science: nature study (weather l i i 
T i Ende iu ants and soils, animals, earth and sky), 


craft, € machines and electrical devices, flight- 


Arithmetic: size, shape, space, distance, time, wei 
meanings, relationships, computation, problem 


The junior high school d "NIA 
As art Bear p ment follows the directives for secondary 


use of materials and tools, construc: 
ing, textile work, sewing, and other 


ight, position; concepts, 
"solving. 
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The curriculum is under constant study, and a standing committee of 
teachers yearly makes recommendations and effects changes when necessary. 

The curriculum is a vital living program that changes with the needs of the 
pupils and the community. 

In addition there is a course of study in the special work needed to teach 
the language arts to the deaf. 

Visual Aid Program. A well-rounded visual aid program is of great value in 
a school for the deaf. "These children must use their eyes for hearing as well 
as for seeing. Through the use of sound and silent motion pictures, and 
slides and stripfilms, instruction of the deaf is made concrete. Many types of 
visual aid machines are available, and teachers have become familiar with 
their use. In addition to projectors for sound and silent film, slide and strip 
film, there is special equipment for making and projecting slides and post- 
cards. The school has a film and slide library and in addition, borrows materi- 
als from the Board of Education libraries, or elementary and junior high 
schools film libraries. Many private companies are the source of additional 
material. 

Industrial Arts. The Industrial Arts program in JHS 47 challenges the 
instructor as well as the child with problems not generally encountered in 
hearing school. The Industrial Arts program differs from that of other schools 


projects is encouraged in the junior high department. This permits the 
pupil to plan projects correlating his learnings in different shops. Many 
group projects are carried on in which the children give evidence of their 
knowledge and ability to do the job at hand. The following are a few: the 
mimeographing of the school newspaper, the printing of graduation programs, 
repairing and maintaining playground equipment, making stage settings, 
making decorations and costumes, doing Red Cross work, making aprons for 
the shops, and preparing refreshments for various school activities. 1 
Health Education. Deaf boys and girls find no difficulty in competing 
in physical activities, for this is an area in which a hearing loss is less of a 
handicap than it would appear. Interest runs high at 47 in all things athletic. 
The school teams play in a regular schedule of games with other junior high 
schools. 
The dance program, beginning almost from the start of pre-school, develops 
grace, coordination and body control. Gradually the fundamentals of tap, 
square, folk and other social dances are acquired and are later put to use in 
social life in the home, at alumni meetings and at gatherings of young people 


anywhere. 
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GUIDANCE 


Guidance for the deaf child in 47 begins the day he enters the school. We 
must provide service to the child and his parent from the time he enters the 
Pre-School at two years of age until there is no further need for our help. 
This may take place anywhere from fifteen years of age to sixty. This is no 
exaggeration. The adult deaf call on us for: 

l. Letters of recommendation in gaining employment 

2. Affidavits to draft boards for Selective Service 

3. Letters to the Housing Authority to get living accommodations 

4. Assistance in certifying records of birth, baptism, etc. 

5. Job placement and introductions to N.Y. State Department of Rehabili- 

tation. 

6. Help in personal problems such as divorce cáses, death in the families 

7. Assistance in setting up electric equipment in homes of thé newly- 

married 

CWe get requests such as, "My son is getting married next week. He is 
marrying a girl with a hearing loss. Now that he will be living with 
me no longer, how can we arrange to have him called in the morning? 
He can’t hear an alarm clock. What can be done so that the young 
people will know the door bell is ringing?" Then when the babies come 
along we get another series of questions.) 

The school guidance counselor works with pupils, teachers, and parents of 
children in the elementary grades in 47 and continues the service with childen 


help is provided by the Bureau of Child Guidance. 
In the junior high school department, many individual conferences are 


appraise the aptitudes and talents of the pupils. The proper selection of a high 
School for graduates can only be made after several conferences with both 


visit is planned for the seventh through the tenth week of the term. During 

i as a result of the visit, a confer- 
ence is planned for Parent, pupil, high schoo] teacher and counselor, Many 
Pupils receive additional help from the senior high school staff when the 


bl ^ ; 3 
peo = of deafness is fully explained. Special arrangements are suggested, 


l. Assignment of a favorable seat in all 
2. The ‘Buddy’ system, a 

3. Pupils assigned to sympathetic teachers, 
T Elimination of music as a required subject, 


class and auditorium situations. 
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Ornzn Hicu Licuts 


Children with Multiple Handicaps. Many deaf children have additional 
handicaps. Special programs are provided for such children who have cere- 
bral palsy, or are mentally retarded. There are classes for aphasic children. 


Trips. The classroom is wherever learning takes place. Almost any day, 
you can see groups of children leaving Junior High School 47 to go on trips. 
These excursions offer such a vital, vivid, and concrete way of learning that 
they are used in every field of the curriculum and on all grade levels. A trip 
may be a visit to the shops, offices, library, or cellar of the school, or it may 
merely consist of a ride on the elevator to the top floor, where many of New 
York's skyscrapers can be seen. There may be trips around the block to the 
park, playground, East River, stores or fire station. Then, farther afield, the 
children may go to museums and to points of interest in the city. That these 
trips are broadening to any child is well known. How much more so is this 
true for the deaf child. 

Through careful preparation for the trip by means of movies, slides, pictures, 
and discussion, the child’s interest is aroused and his powers of observation 
stimulated. He knows the route to be taken; the type of transportation, 
direction of travel, and what he is likely to see. If it's a train or boat trip, he 
brings his map and follows the route, noting each station as he goes along. 


Scouting. Participation in the Boy or Girl Scout Troops of “47” makes it 
possible for some of our children to participate later in a neighborhood trip. 
The children find deep satisfaction in all the troop activities and attest to this 
by a very fine attendance record at the weekly meetings. 


Religious Education. Instruction in the three major faiths is given once a 
week after school in places of worship near the school by volunteer teachers 
of the deaf. 


The School Newspaper. Labor and management never have any trouble 
in the publication of the newspaper, 47 Speaks, staffed, written, published, 
and distributed six times a year by the pupils. Although the ninth year 
editor-in-chief has the final decision on questions of policy, the news itself 
is what the children send to its columns. The paper motivates the written 
language work of the pupils and is read with interest by both parents and 
pupils. The name of the newspaper has special significance in an oral school. 

Parent Education. Education for the deaf child class for special techniques 
and approaches. Naturally, the parent of the deaf child needs help in under- 


necessary. This really serves a double purpose, that of weaning the child 
a from the parent an i ; 
era reach pan baby. This is also an excellent time for the parent to 
exchange ideas with the teachers of the me. group, and here is an oppor- 
tunity for suggesting helpful readings to the parent. 

As die child ees parent discussion groups are held by the teachers 
and supervisors concerned, for those with children of nearly alike chrono- 
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í of the most beneficial results of these meetings is that of 
ae MEE as is comforting and helpful for any parent to meet with 
ith like problems. 
ay ip ne guest speakers, demonstration lessons, as well 
as intimate talks with the teachers, make this program of parent education a 
very vital one in J.H.S. 47. The groups meet during the school year, as the 
need is indicated, and numerous individual conferences are held. 

Teacher Training. A teacher training course of one year is given in connec- 
tion with Hunter College. Students with a B.A. degree are eligible and earn 

heir M.S. during the year of training. 

i The Alumni. The Sn A sestao of J.H.S. 47 is an active group which 
meets three times a year with an average attendance of two hundred. In 1948, 
when the 40th anniversary of the school was celebrated, the special meeting 
for graduates numbered over six hundred. They came from all along the 
eastern seaboard to help honor their school, and to meet the many retired 
teachers who returned for this meeting. 

The Alumni meetings provide opportunities for making new friends and 
renewing old acquaintances as well as for getting advice on problems. Mar- 
riage counseling services have “been given for the Alumni. These young 
people have few opportunities to get information on the problems of marriage 
and they often turn to the school for this. The Alumni Association proves 
to be a source of constant inspiration to present pupils, parents, and to teachers. 

Itinerant Teacher Programs. There are trained teachers who visit twice 
weekly pupils sent back to neighborhood schools. These are pupils who have 
developed a fairly intelligible speech pattern, skill in lip reading, and can 
use a hearing aid after spending some time at J.H.S. 47, They give the child 
speech work, lip reading, check on his hearing aid and assist in any need that 


his cd teacher indicates. This help continues as long as such assistance 
is needed. 


program for children in all five boroughs of New York City whose hearing 
losses are not severe enough to require special education. 


Concrusion 


It is understood that only in the largest cities are there sufficient children 
for the elaborate Program outlined above. It must be realized that the large 
amount of money necessary for personnel, materials and equipment can be 
justified only when there are numbers of pupils to use the services. A large 


Por of pupils provides two advantages of inestimable benefit to the deaf 
child. 


l. A well-graded Program (The deaf child ] ing ti 
it is necessary for him to be in a wee. du TN ONE 
2. An opportunity for social development, which is so i 


COUNSELING THE DEAFENED 


IRVING S. FUSFELD 


Counseling techniques ordinarily employed in guidance procedure apply 
equally well in dealing with adolescents and young adults in whom impaired 
hearing is the background handicap, at least in the general approach. But 
over and above this general approach, certain specifics of action are addition- 
ally indicated as arising only because of the presence of acoustic impairment. 
It is within this framework that the subject of counseling the deafened will be 
considered. 

It should be noted at the outset that although the acoustic disability may be 
the basic causation, it is here not regarded the fundamental handicap for 
the simple reason that, as every psychologist knows, accompanying or ‘built- 
in’ difficulties may be much more the real handicap to adequate adjustment. 

Obviously the first step is for the counselor to acquire as thorough an 
informational briefing concerning the individual as is possible, on standard 
case history lines. But is is necessary to caution that deafness is no stereotype. 
There is no such entity as the deaf child or the deaf person. In the first place, 
deafness is a latitudinal experience up and down a very wide range of decibel 
loss as well as a longitudinal experience over the frequency range, with all 
of the complicated combinations possible by the crossing of these two sets of 
axes. And even if the counselor has in his files an accurately plotted audio- 
gram, his judgments must be conditioned further by such facts or as the time 
of onset of the deafness, the particular cause, the physical sequalia if any, and 
the mental and emotional accompaniments. From this it will be seen that the 
counselor must be prepared to deal with indeterminate varieties in refinement 
of the handicap, and these superimposed upon the matrix of individual differ- 
ences ordinarily encountered in people in general. If ordinary counseling is 
a puzzling undertaking, then the conditions involved in counseling the deaf- 
ened individual are far more so. 

It is necessary at this point to call attention to an important consideration 
regarding psychological acceptance of one's handicap. Indeed, it is important 
that this concept be clearly grasped by the counselor It is not satisfactory 
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acceptance if the individual simply acknowledges he is struck by d disability, 
in this case deafness, and because of it is conditioned into a state inaction. 
That would be only passive acceptance, or resignation, and so far as his own 
efforts toward adjustment go means surrender. This type of acceptance is 
characterized by a crippling timidity and perhaps a morbid apathy, forebod- 
ings of failure so far as adjustment to life is concerned. One of the conse- 
quences of this type of surrender is the suffocation of the latent abilities that 
may lie within the individual, and since it is the concern of the counselor to 
restore these abilities as near to their maximum levels as is possible, his initial 
problem is to convert this passive acceptance into a more productive positive 
orm. On the other hand, non-psychological or negative acceptance may be 

anifested by a refusal to recognize that a handicap exists, which when 
hecked by the hard facts of life may erupt into a rampant, defiant truculence 
that also has debilitating effects upon the individual’s adjustments. In short, 
the counselor may consider psychological acceptance to mean an ordered 
arrangement of one’s life that recognizes the presence of deafness, but none- 
theless will not permit the handicap to throttle one’s efforts in those directions 
where it ordinarily can have no thwarting effect. It should mean, further, an 
arousal of energies that could otherwise have lain dormant. The objective is 
acceptance seeking sound adjustment to the individual's living needs in their 
total sense. 


handicap in adolescents and young adults? What program of approach to 
that objective may we advise? The cue will be found in what we know to be 
the type of behavior component with unsatisfactory adjustment when loss of 


manifestations of emotional disturbance, while the latter display: 

T i playing symptoms 
like temper outbursts, stubbornness and other signs of recalcitrance. With 
added years the deaf child, as the realization of the permanence of his handi- 


ce stamping in him a deep 
} m social contacts, especiall 
y „the. ual in this frame of "i 
ality complications, typical accompanying person 
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to cooperate with others; (2) overdependence upon others; (3) extremely cir- 
cumscribed viewpoint; (4) narrow scope of interests; (5) expectation that 
aid is due them. The same report revealed other traits, even if not so promi- 
nently present as the five already listed, namely, an ingrained suspicion they 
are not treated fairly, very little feeling of social responsibility and hence a 
high degree of self-centeredness, a lack of the ordinary social amenities, and 
emotional instability. 

On the whole, psychological studies have produced a picture of the deaf 
as described above, deafness being accompanied by traits such as those here 
mentioned. However, it would be only correct to add that certain attributes 
of a positive nature are also found in deaf persons, attributes often overlooked 
by the psychologist. From their study, Crammatte and Friedman stress also 
certain assets in the deaf: On the average, the latter are lawabiding, good 
citizens; they are group conscious and energetically seek means in defense 
of their rights as a class; they are prompt and conscientious about work obliga- 
tions; they are remarkably free of traces of intolerance as to race and creed. 
Howard, writing of the experience of deaf workers in war industries, reveals 
that such persons, given the opportunity, made an exceptional record for 
efficiency, this being evidence that they possessed sufficient asset-traits for 
adjustment.” The publications of organizations of the deaf refer frequently to 
successful orientation of young deaf persons to the exacting demands of em- 
ployment conditions, attesting to the fact that they have adjusted satisfac- 
torily.* 

Levine, in a study of adolescent deaf girls, found them retarded in develop- 
ment of the conceptual forms of mental activity, lagging in effecting meaning- 
ful insight into the dynamics of the world about them, given to a tendency to 
evaluate environmental events in terms of ego-satisfactions, with indications 
of egocentricity, easy irritability, impulsiveness, and suggestibility, and fin- 
ally subject to a withdrawal of affective responsiveness to a narrow, but more 
secure, area. Levine holds that to designate the above tendencies as a con- 
stellation of maladjustment, as is commonly done, is not quite warranted; 
on the contrary such behavior structure could be considered a perfectly 
‘normal’ method of reacting, i.e., adjusting, to the peculiar situation of these 
children. Are the deaf emotionally unstable? They are, rather, subject to 
emotional and conceptual immaturity, and it would be an error to construe 
this as pathological. Instead, it should be regarded as the normally accepted 
outcome of the special environmental limitations imposed by the handicap, 
namely, it is just what would be expected under the circumstances. 

Wile, a psychiatrist of considerable experience with the deaf, observes that 
the latter cannot evade a recognition of their limitations and that they seem 
to attain “a high degree of personal adaptation with excellent evaluation 
the realities of life."9 He states further that he has found comparatively little 
neurosis among deaf children, and similarly few psychoses among adolescents, 
indicating “the excellent mental equilibrium they achieve and maintain. The 
inner needs of acceptance and the demand for adjustment to reality appear 
to result in a type of stabilization of personality of distinct social value. 

With the pattern clearly outlined of what the product may be, we can pro- 
ceed to consideration of the steps in psychological acceptance of the handi- 
cap of deafness which will establish the positively adjusted individual. 
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inney holds that the well-adjusted individual is one who can meet his 
Soak ete che resources available” within his environment." The fact that 
a person has suffered either impairment, or even total loss, of hearing is no 
sign that other satisfactory resources are not available, and it is in this thought 
the counselor may have a most telling point. 

The first and foremost principle in setting up acceptance of the Positive 
kind is adoption of an attitude that the handicap is there to stay, that it is 
irreversible. Assuming all legitimate possibilities of remedial effort have 
otherwise been explored, the counselor can help make this a positive factor 
of belief by persuading the deafened person that his handicap can no more 
be brushed away than the color of his eyes, and that brooding over it is a 
fruitless waste, with blunting effect on talents that otherwise could get him 
righted in life. 

Recently the writer had more than a hundred young deaf persons of both 
sexes write out their views of the relative advantages and disadvantages of 
deafness, one of the purposes of the project being to discover if there was 
among them any pronounced feeling of resentment or non-acceptance over 
their handicap. It was possible that the young person who was deafened 
might, because of that fact, be assailed by disturbing and dispiriting doubts 
and so continue hampered in efforts to attain stability. Perhaps if the indi- 
vidual could come face to face with the question, if he had it out in the open 
so to speak, he would have taken an important step toward acceptance. By 
weighing both sides of the case, he might come to see that there are two sides 
even to a handicap, that after all it is not an insufferably total loss. The act 
of thinking the matter through, and the knowledge gained from such an 
experience, could be a restorative of therapeutic value. 


ance. It is the view of Plant, himself iatri 

: ; a psychiatrist, that ^ psychi- 
ae Seat you with the lightest Ee keen- 
child thinks about his deafness”? Mors eni ated € 
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In the great majority of instances, the deaf adolescents and young adults 
who responded to the question as to what they thought about deafness were 
quite candid in admitting the preponderance of disadvantage. In none of the 
replies was there evidence of self pity; if difficulties in adjusting were noted, 
it was with a frank and objective tone. Summed up, their reaction to being 
deaf assumed in composite a balance sheet quite free of the tint of discourage- 
ment. 

Among the disadvantages noted were some restrictions of a physical nature; 
that is, certain signals in life are not readily available to deaf people because 
such cues come via hearing, i.e., emergency sounds like fire alarms, the warn- 
ing of the automobile horn, the clang of the street car, etc. There were also 
limitations of a social nature that in large measure shut off the deaf from. the 
ordinary minglings of other people. This last limitation was the one most 
emphasized by the group of deaf persons supplying information. The dis- 
advantages extended also along educational lines, since it was felt that the 
loss of hearing imposed limitations on the speed of learning as well as on the 
degree of educational opportunity in life outside of school. The handicap 
set up disadvantages in the matter of vocational opportunities, particularly 
in employer reluctance to accept those with a handicap. In personality growth, 
the young deaf persons who answered admitted to feelings of inadequacy and 
to a sense of frustration, two attitudes which quite logically would generate 
a high degree of sensitivity in their relations with people. The aesthetic values 
ordinarily obtained through the experiences of music in the world of sound 
are denied them, as is also the enjoyment of certain of the recreations de- 
pendent upon hearing. Such is the broad picture of the debit side of deafness. 

There are, however, certain compensations in loss of hearing which should 
properly be credited as assets. On the physical side, the handicap shields the 
individual from the great number of discordant experiences that are part of 
the world of sound, thus establishing a quiet which provides opportunity for 
mental rest and repose. There is also the likelihood that out of necessity the 
remaining sensory powers are sharpened to greater utility, an advantage 
lost to others. On the broadly human side, the deaf find numerous social 
and recreational activities open to them, particularly so among themselves 
where the friendships made have an especially enduring quality. An enroused 
consciousness on the part of society over the need of rehabilitation effort for 
persons physically handicapped has made possible advantages of education 
that might not be available for the same persons were they not deaf, at least 
so reasoned many of the deaf persons who responded to the question of advan- 
tages versus disadvantages. In occupations the found deafness induces a 
keener dexterity and power to concentration, both serving for greater effici- 
ency. Inner poise and contentment are potent advantages obtained in a non- 
hearing life. As for aesthetic values there are those accruing from a special 
sensitivity to vibration and the harmony of rhythm in the phenomena of 
action in the life around them. Above all, the handicap of deafness itself 
can have the effect, — and a most satisfying one it can be, — of stirring in the 
individual the competitive will to achieve, affording an energy release that 
arouses special talents which otherwise might lie dormant."* 

Such is the pattern of life the deaf person is asked to accept. It involves 
much more than deprivation of the sense of hearing. On the face of it, the 
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testimony of these deaf persons themselves bears somewhat on the minus side; 
the disadvantages in the listing appear to outnumber and perhaps outweigh 
the advantages. But a realistic appraisal must also take account of the fact that 
despite their handicap and the effects that go with it, the deaf on the whole 
offer a satisfactory social picture. They attain to wholesome, adequate matur- 
ity; they establish homes of satisfying standards; they hold a successful place 
in the occupational world given the opportunity and often in the face of prej- 
udice and blocking; they have a strong group consciousness; they manifest a 
zest for life in recreation and in travel, they maintain religious affiliation and 
even have their own religious organizations; they record well in intellectual 
and scientific accomplishments; they achieve highly in the realm of the 
aesthetic, as in art. In short, they make good citizens. All of this, it must be 
remembered, is attained while bearing their handicap. As one of them put it, 
"Deafness is not a handicap; inconvenience is a better word for it." 


If acceptance of the handicap and the way of life that goes with it are to be 
a working practice, the counseling program will necessarily begin soon 
after appearance of the handicap, extend over a continuing span of time, 
and engross the efforts of many collaborators. First and foremost in the case 
of deaf children, it will be the school where the solid foundation will have to 
set, with effective training in language, numbers, speech lip-reading, acoustic 
training where it is warranted, the content subjects, character and personality 
development, and vocational preparation. Close integration of the work of 
rehabilitation should be established with the school long before the individual 
leaves its halls. All too often the product, enveloped in the 'sickly hue' of mal- 
adjustment, is thrust upon the rehabilitation agent, when the corrective work 


foundations can be laid. This is a problem where the roots lie deep. 
Particularly discouraging in the rehabilitation effort is the fact that so 


Day, Fusfeld and Pintner determined that in 18 residential schools which had 
such information available, more than 60 per cent of the pupils left before 
graduation, and that in 11 of the same institutions the Proportion was 80 per 
cent or higher, a really discouraging toll.'? The general contour of this tend- 
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afforded an education that has wholesome adjustment as an aim, then the 
large number who do not remain to obtain the full benefits of that program 
are at best only partly prepared to take up a way of life in which acceptance 
of their special position is the sustaining force. This situation can only com- 
pound the problems of rehabilitation. 

The home, of course, must be enlisted as an ally in the effort to establish 
acceptance. School and rehabilitation workers know well how important that 
influence can be. It is a commonplace in psychology that the personality 
gestalt of a deaf person is early fixed in him by the parents. They can ‘spoil’ 
him by an overweening indulgence out of a mistaken sense of love, or they 
can affect his growth adversely by deliberate neglect out of an unprincipled 
sense of rejection. Many agencies and workers in behalf of the deaf, as well 
as the schools, are vigorously active in correcting these ills by a barrage of 
informational literature, by preschool activity, and by parent clinics and insti- 
tutes. This type of effort is at the base of effective rehabilitation, and points 
the way to making acceptance real and early in life. 

The parents are involved in another aspect of the problem of instilling 
acceptance. “Hope springs eternal” is the way we may put it; that is, even 
after competent medical advice has settled the question of permanence of the 
condition of deafness, the folks in the home at times find it difficult to resist 
the importunities pressed upon them and they try one device or another; many 
of them bordering on the ‘crackpot’ in nature, namely, faith healing, airplane 
spinning, spurious medication, herb concoctions, and similar abracadabra. 
Aside from the waste and even menace hidden in such fruitless effort, there 
is a very real psychological loss in that it weakens that much more the attempt 
to set up wholesome acceptance in the person most concerned, the deaf child. 

There is still another fallacy too often born in the home. Swayed by over- 
optimistic narratives of the marvels accomplished in the school, accomplish- 
ments blown up as ‘miracles’ by feature writers seeking the dramatic 
human touch in everything, the parents are too frequently misled into feeling 
that a completely ‘normal’ system of education is the only thing; that is, their 
deaf child, they feel, should be educated only in the regular public schools 
alongside his hearing comrades. Little do they realize that they are so often 
doomed to disappointment in the outcome. Little do they realize that they 
are thereby psychologically stamping in the very thing they are trying to avoid, 
namely, that their child is different. Here again is a factor that does not aid 
him in the process of wholesomely accepting his deafness. 

Handicap acceptance in the case of the deaf person appears to be a correla- 
tive of age at time of onset of the disability. Thus, those in whom it is con- 
genital or who acquired it very early in life usually adopt an attitude of accept- 
ance, and as Nash puts it, “It is not normal for them to reject this reality 
persistently."5 Obviously also, it would be expected that a young person 
who has had the use of hearing well into the teenage years woud react more 
or less violently psychologically if that sense were abruptly terminated. Con- 
sider the case of a youth in the senior high school, his heart set on becoming 
a physician or a Jawyer, suddenly left totally deaf after an attack of spinal 
meningitis. He might have been a member of the school orchestra, with all 
the joy a young person finds in the usual bustle and hurrah of high school 
activity. Now he finds himself enveloped in a vast stillness which he does not 
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es his mother’s lips move, but where is the soothing charm 
of oe cR will be a real task for the counselor to lead this boy back to a 
philosophic acceptance of the altered order of life he must now adopt. But it 

e done. A ; 

Tee has already been here suggested, insight into the problem should aid 
the individual in attaining acceptance of the situation. Reflectively discussing 
the pros and cons will highlight the possibilities for e end 
One young deaf person, writing out his opinion- when con wi 


good appearance, promptness, energy, enthusiasm, willingness to cooperate, 
etc., assumes the following pattern of behavior: 


One who consciously practises this art knows all the advantages and disadvantages 
9f being deaf and he ows how to keep the disadvantages at a minimum. Learning 
this, he has learned also how to associate with hearing fellow workers on the most 
favorable terms possible, thus assuring harmony instead of friction. p 

Many practise the art unconsciously, They have soaked it up through their skins, 
as it were, Nevertheless, there are basic principles which can be taught. 
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The deafened person can be taught that despite those items admittedly 
of a negative nature, he can tap resources within himself of which he may 
not even be aware and which can serve him well. In every person linger 
some memories of having accomplished at one time or another in the past 
one or more feats over and above the ordinary level of his daily life, occasions 
when he was more or less the “hero.” Systematically reliving such experiences, 
at the prompting of the counselor if need be, can result in fortifying the con- 
fidence of the individual who, for instance, is downcast by the fact of severely 
impaired hearing. Overholser, superintendent of St. Elizabeth's Hospital, 
is quoted to that effect in an article by Keyhoe.!" 

It will be instructive to consider here the story of a deaf young man now 
enrolled in college. At the age of six he suffered loss of hearing from spinal 
meningitis, his medical report lists him as having "a crooked foot which 
causes him to be lame," and he has been subject to attacks of epilepsy. Not 
very promising equipment to start with, to be sure! But he had the stir in him 
that would not permit dominance by even a multiplicity of handicaps. He 
felt he had resources available that could enable him to rise above the handi- 
caps. He would try out for the wrestling team. The coach, himself a master 
of the physical art, was better still a man of fine human discernment. Under 
his tutelage the recruit developed into one of the stalwarts of the squad. But 
it is not the succession of medals he has won, nor the fact he helped substan- 
tially in bring the team to championship standing that is of importance here. 
It is rather the fact that in some way handicap stimulated an energy release 
of hidden resources that lifted the individual above the average level. The con- 
vincing fact is that in the overall picture the handicap may be converted from 
a debit to a credit value by furnishing the incentive to surpass. This may be 
called compensation, but in fact it is more than that, for it establishes the habit 
of drive, the urge not merely to succeed, but actually to excel. 

Earlier in this discussion a balance sheet of advantages and disadvantages 
which accompany deafness, based upon the written opinions of young deaf 
persons themselves, was considered. This provides a rational blueprint for 
acceptance. It assures the individual concerned of what lies ahead of him. 
If, for instance, from this guide sheet he realizes that ordinarily social activity 
among the hearing is limited for the deaf, or that a deaf person in a hearing 
group will miss the customary small talk in the way of banter, he can find a 
satisfying comfort in the knowledge that these experiences and many others 
like them are after all not vitally essential to life, and that moreover he can 
discover wholesome, worthwhile compensations in other channels. The 
numerous instances on record of successful careers of deaf persons, both men 
and women, attest to the value of such an outlook on life. Knowing this he 
can gird up his loins, better prepared. Whether it is called rationalization or 
not, it at least is a rational, conscious approach, and as such points the way. 
He has thus gained a working philosophy of life. 
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BASIC PREPARATION FOR TEACHERS OF THE 
DEAF 


IRVING S. FUSFELD 


FuNDAMENTAL PRINCIPLES 


Educators of the deaf are fairly well agreed on at least two fundamental 
principles governing teacher preparation for education of the deaf. One of 
these principles argues that inasmuch as deaf children are first and foremost 
children, the same broad tenets of pedagogy that have proved wholesome and 
adequate in teaching ordinary children apply also in the case of deaf children. 
This means the teacher must be well versed in the theory and philosophy of 
education in general. Her own education and preparation must include the 
study, observation and practice that normally form the core of preparation for 
service in the regular school.* 

But another principle applies with equal importance in dealing with 
children whose sense of hearing is non-functional for the ordinary purposes 
of life. ÉTere the special handicap sets the need for specialized approaches 
over and above those called for in general education* The special condition 
here involved thus makes it necessary for the prospective teacher to be 
equipped with specialized knowledge and skills. Such information and such 
skills are not lightly or hurriedly acquired. Educators of the deaf, therefore, 
have gone to great pains to fashion carefully organized curricula of prepara- 
tion.* 

Even a brief survey of the conditions that emanate from the fact that a 
child cannot hear will indicate the types of needs in teacher preparation. It 
is reasonable to suppose that a fairly comprehensive knowledge is necessary 
of what deafness itself is, how it originates, the variant forms in which it may 
appear, and the limitations it imposes. The teacher must also be aware of the 
accompanying effects as the child grows physically and emotionally under 
the handicap. Important questions intrude in this connection: How are 
the remaining sensory powers affected; that is, how much and what kind of 
sensory training will be necessary to get him to a state of readiness for the 
ordinary school disciplines? What does loss of hearing do to his capacity to 
learn? What impress does it leave on his nature as a prospective social being? 
In short, it is essential for the would-be teacher to delve into the psychology 
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of deafness, including, of course, testing of abilities and the measurement of 
progress. * 

Since the child does not hear, he has not had the opportunity to garner 
any of the speech experiences that the ordinary child automatically falls heir 
to and that speed the latter in acquiring power to communciate quickly and 
easily with others about him in his own home circle and outside. The teacher, 
then, must learn how to teach deaf children to acquire speech, a painstaking, 
halting, step-by-step, often mechanical process, a task of stupendous propor- 
tion in sharp contrast with the simple, effortless manner in which ordinary 
children obtain it. This means the teacher must become virtually an expert 
in this domain of speech from the bottom up. 

An allied skill which the teacher must help the deaf child gain is that of 
speech reading, or as it is more commonly known, lip-reading. This in itself 
has become something of a science. Experts and schools of thought in this 
field have devised various methods, each with its own merits. It is thus 
incumbent upon the teacher-to-be in the ordinary school for the deaf to 
become conversant with practically the whole range of lip-reading methods 
developed by teachers in that field. 

The extent of a deaf child's handicap is particularly marked in the realm 
of language. By the time his hearing brother or sister attains the threshold 
of school life, there has already been built up, via the ear, a huge store of 
word and sentence understanding. Simply by the intuitive process of absorb- 
ing what he hears going about him the live-long day, the ordinary child has 
learned the names that things and actions go by, he has learned the basic 
grammatical constructions, and he has made working contact with idiomatic 
expression as well as with the colloquial, merely out of simple and continued 
rae penton. He has even, ordinarily, marked into his consciousness 
SM oo that clothe abstract ideas. In short, he has con- 
ee Pico Jenguege usage which in turn will aid him as he 

All of this ease of PH ante odin: of ee > aen la — a 
standing, has been denied the deaf child Foe hind ie pc Stee he 
enters school.5 It becomes the function of the teacher, in her uas tion, to 
arn = to bridge this void. For the teacher this is a skill not easily bagel 
of 19-503 1 iai: foo Laine to deaf children is certainly one 
ERI ‘ gent in education of the deaf." When 

years for such children have come to a close, th i afi 
arduous attention and effort by the teacher is all t f r Be d 
disappointing.* Many hold th: bl Do o ten c 
the one yielding fruit only vers Joni to be the most perplexing of all, 
DON rea i abet only very grudgingly. As it involves semantic aspects 
Stract Overtones, it becomes more than a mechanical proc- 
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captivating experience for the new teacher to learn that here she has children 
who start school life with no language knowledge, who are unaware they or 
others have names, that the objects and actions they observe about them go by 
names and words, and that these words can be pieced together to produce the 
important results that make up the process of living. 

Similarly, the past decade and more have seen striking advances in the 

sciences related to acoustic experience. Audiometric instruments and particu- 
larly mechanical devices for amplification of sound have opened entirely new 
and intriguing possibilities for application in education of deaf children. 
Full realization has come upon us that residual hearing, minor as it may bein 
extent, can be made an important ally in the educative process for deaf chil- 
dren. Especially is this true in teaching speech, where command of pitch, 
tone, volume, accent and syllabification is necessary in teaching lip-reading 
and in imparting language understanding. As part of the preparation for her 
work, therefore, the teacher of the deaf must acquire an understanding cer- 
tainly of the fundamental principles of audiology, she must acquaint herself 
with the use, if not the care, of the apparatus that now goes with this activity, 
and she must even become acquainted with the graded curriculum in acoustic 
training that seeks to bring to school use whatever hearing her pupils may 
possess. 
If the problems of teaching children to read effectively is a sore one in the 
ordinary public schools, for the teacher in a school for the deaf it becomes com- 
pounded by reason of the fact of deafness and the effects which that condition 
entails. Here involved in readiness for the reading experience complicated 
because the child does not hear, because he suffers from a prior barren associ- 
ation with language, and because his unsteady acquirement of language 
imposes a chronological deficit in a graded approach to reading skill. Worse 
still, these difficulties have a way of interacting one upon another, which will 
help illustrate the task before the teacher. Accordingly, in teacher prepara 
tion it becomes necessary to probe into special methods in the field of reading 
that seek to surmount these obstacles.* - 

The customary subject matter in the school course of study likewise pre- 
sents a special problem. Number and time relationships are concepts that for 
deaf children call for prime beginnings, and how to master this approach 
becomes one of the special needs in the teacher-preparation program. To a 
school subjects, and particularly so because the use of the ordinary public 
school textbooks and related materials is an added diffculty for deaf children. 
This, then, is one more facet, and by no means an insignificant one, in teacher- 
preparation needs.? UN 

The subject matter in the basic curriculum of teacher preparation 1n educa- 
tion of the deaf would end short if it were concerned only with the fields of 
interest outlined to this point, important as they nonetheless are. There are 
other essential lines of study, all revolving about the fact that the children in 
the school do not hear at a functional level. Teacher preparation, to be effec- 
tive and to meet expanding school needs, can no longer be confined to the 
limited zone of classroom techniques only. An organized. guidance program, 
for example, has become one of the mainstays in the ordinary school, and if 
the special work of the school for the deaf in particular is to enjoy even a fair 
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degree of effectiveness, it must similarly make use of those principles and pro- 
cedures which will lead its pupils to a wholesome outcome, that is, planned 
guidance. The period of teacher preparation must of necessity devote some 
share of attention to this need on an organized basis.!'^ Within this province 
must also be included a knowledge of the vocational possibilities of the deaf, 
the development of which has, by common consent, become a responsibility of 
the school for the deaf. A knowledge of the life of the adult deaf, of the 
economic and social problems that are their lot, should enter into the experi- 
ence of teacher preparation, for from it will come important insight into what 
is being attempted in the school. And just as parent-teacher cooperation 
has become a cardinal interest in the public schools of the nation, this is all 
the more necessary with schools for the deaf. In fact, many of the progressive 
centers among the latter are taking the initiative of bringing into the school 
orbit the parents of deaf children even before the latter have reached school 
age, a more complete readiness for the work of the school being the objective. 
This means that preschool training for deaf children in which the home can 
be listed as an ally becomes part of the interest of the teacher-preparation cur- 
riculum. The school is further concerned with the fact that deafness in chil- 
dren may set up home conditions that can prove a retarding influence all 
through school life, the relationships that go with overprotection on the one 
hand or with rejection on the other. Thus, for effective consummation of its 
program the school is necessarily committed in some degree to the problem of 
parent education. Teacher preparation, therefore, must provide for treatment 
of this field.!? It should be noted, in addition, that since deafness in children 
Is at times accompanied by one or more other disabilities, inborn or acquired, 
It is necessary for teacher preparation to include a knowledge of the prob- 
lems of other handicap areas, including instances where multiple handi- 
capping conditions exist at one and the same time. 


Just as the study of the history and philosophy of education is considered a 
necessary phase of teacher preparation generally, it would seem equally neces- 
sary that for the teacher of deaf children a portion of the course of preparation 
be devoted to a review of the history of this special field. This will provide 
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it argues logically that no teacher-preparing center can function efficiently 
if it is laggard in its reference-material resources." 

There remains now two considerations of vital importance, namely oppor- 
tunity for observation of classroom and school procedures under adequate 
school conditions, and then a carefully planned and carefully supervised 
program of practice teaching. The first of these needs in teacher training 
should be met with the thought that the candidate is entitled to every favor- 
able regard. She should be afforded opportunity to see the school as it operates 
in purposeful and orderly progression; her program should be laid out with 
the intent of establishing in her a desire to become part of it. It goes 
without saying she should for this purpose have the good will of every 
officer in the school set-up. 

After a preliminary and satisfactory period of observation and study has 
been provided, and only then, the teacher-preparation program should with 
the same care set up a schedule of practice-teaching experience. This again 
should introduce the candidate fo a substantial first-hand contact with the 
work of the school in practically all of its phases. This activity should, of 
course, be directed by expert supervision, first on the part of experienced 
classroom teachers and secondly by the supervising teachers and principals. 
This should involve the preparation, in accord with approved standards, of 
lesson plans and the most appropriate classroom materials. Both the observa- 
tion and the practice-teaching experience should be considered the ‘clinical’ 
counterpart of the teacher-preparation curriculum, and accordingly should be 
given commensurate care in its management. The latter should include studied 
reports prepared by the candidate on the substance and progress of her work, 
and in turn these reports should furnish opportunity for consultation and 
discussion with experienced members of the school staff. y 

A final point is to be noted. Ordinarily teaching, if school work is to 
achieve the promise of which it is capable, is an enterprise in which human 
values are at stake. This is all the more so in the case of children who start 
life with a handicap, in this instance deafness. No mere mechanical profi- 
ciency will suffice for the teacher; she will require more than that in her arsen- 
al of teacher equipment to tide her over. It will not be enough to know how the 
vocal apparatus functions in fashioning the diphthongs, or the proper moment 
when to introduce the present progressive as a language principle. She must, 
rather, be inspired by a teaching heart. This above all, intangible as it is, 
must still be the fundamental in the teacher-preparation program. — 

An excellent summary of the principles basic to teacher preparation, de- 
termined by study of past and recent practice and of the views of administra- 
tors and qualified teachers in schools for the deaf, was made by Brill in his 
investigation of the training of hearing academic teachers of the deaf. 
These sum up in this wise: 

1. Careful selection of candidates with due consideration given to the 
person’s personality, love of children, and interest in the fdd Lem 

2. Broad basic preparation in the field of education that will enable the 
candidate to be certified as a public school teacher of normal children. 

3. At least a full year of specialized training that will lead to a degree. 

4. Opportunities for observation and practice teaching in a school that 
has well-graded classes of deaf children. 
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5. Attainment of knowledge, competencies, or skills in each of the follow- 


ing areas: 
(a) methods of teaching speech to the deaf 
Cb) methods of teaching language to the deaf 
(c) methods of teaching speechreading to the deaf 
Cd) methods of teaching elementary school subjects to the deaf 
Ce) methods of teaching reading to the deaf 
CE) supervised classroom observation 
(g) practice teaching under supervision 
Ch) physiology and pathology of organs of speech and hearin 
Çi) auditory training and techniques in the use of hearing ai 
(j) audiometry and the physics of sound 
Ck) psychology of the deaf and statistical study of the deaf 
(D guidance for the deaf, including a study of tests and measurements, 
applicable to the deaf 
Cm) preschool deaf child and parent education, and 
Cn) history of education of the deaf. 


DEVELOPMENT OF A STANDARD CurricuLum FoR TEACHERS OF THE DEAF 


of schools for the deaf in New York, Pennsylvania, Ohio, Kentucky, Indiana, 
and other states. These new schools had to be staffed, and it was a frequent 
practice to reach back for supply to the parent school in Hartford where 


The first center to announce an organized course of training for teachers 
of te der was the School of Voca] Physiology, opened in Pond in 1872 
by ee qa Graham Bell and continuing under his supervision for 
ps bog ^ ereafter.!5 The Course was designed to give practical instruction 
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speech, development of speech in the deaf, teaching language to the deaf, the 
principles of education, methods of teaching lip-reading, and corrective 

19 Observation and some practice work were provided for the course 
at Miss Garrett's School opened in Philadelphia in 1892, the Home for Train- 
ing in Speech of Deaf Children. A similar enterprise was the school of the 
Wisconsin Phonological Institute in Milwaukee in 1883, with which the pub- 
lic day-school for deaf children in the same city was affiliated and which 
provided practice opportunity.*° 

In addition to these formally organized centers, a number of schools for 
the deaf carried a more or less impromptu, in-service system of training 
individual teacher candidates. This type of preparation characterized teacher 
education for work with the deaf in many cases, evidence of the growing 
need for teachers, It consisted in large part of advisory help from more 
experienced members of the staff, and notes and outlines provided by the head 
teachers, supplemented by a schedule of observation, assisting the regular 
classroom instructors and.culminating in taking charge of a class with super- 
vision by the principal. In the main this comprised a makeshift apprentice- 
like type of training, rather than a systematically laid out curriculum of 
study and practice.?! 

The era of the formally organized teacher-preparation program offering 
a systematic and broad curriculum, with the intent of helping to meet the 
continuing demand for new, qualified instructors, was ushered in with the 
establishment of the Normal Training Department at the Columbia Insti- 
tution for the Deaf (i.e., Gallaudet College) in 1891. The course of instruc- 
tion included concentrated training in oral teaching, Bell's system of Visible 
Speech, anatomy and physiology of the vocal apparatus, lectures on laryn- 
goscopy, a series of lectures by the college staff, and an extended course of 
lesons in the sign language. To these subjects were added a schedule 
of observation in the classrooms of both the Kendall School for the Deaf and 
the college department, practice in speech and speech reading with. deat 
students, and a substantial reading program on related reference materials. 

At the request of the American Association to Promote the Teaching of 
Speech to the Deaf (now the Alexander Graham Bell Association for the 
Deaf), the Clarke School for the Deaf in Northampton, Mass., in 1892 
expanded the teacher-education program set up three years earlier for its 
own teacher-supply needs, to include preparation of teachers for schools for 
the deaf at large.?* 

The fen m for qualified teachers in schools for the deaf brought 
on another movement in the past score of years, namely a joint cooperative 
program between schools for the deaf on the one side and university ks 
on the other. Notable among these is the program initiated at Central Insti- 
tute for the Deaf in St. Louis, where the training course covers two ru in 
affiliation with Washington University. By this plan Ceara Te 
may devote their junior and senior years to the teacher course at be e gs e, 
the work being so arranged as to meet requirements for the Bac $ or e 
Similar arrangements permitted students holding the Bachelor's degree Au o 
were enrolled in other centers such as the Lexington School course in New 
York City to earn the Master’s degree at Columbia University, at ee Hen 
University, and at Hunter College for students in training at Public Schoo 
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47 in New York City, and at Smith College in Northampton for such student: 
in the Clarke School Training Class. 

A significant turn in the development of the teacher-education program 
was initiation of effort to assure satisfactory standards of qualification, a reflec 
tion of similar trends for professional certification of teachers for the ordinary 
public schools. The first definite steps in this direction were taken with adop 
tion of a resolution by the Conference of Superintendents and Principals of 
American Schools for the Deaf at St. Augustine, Florida, January 1924, to the 
effect “that the greatest need of our schools is more thoroughly trained teachers, 
and that a need almost equally great is a standardized course of instruction? 
At the same time a special committee was chosen to make a searching study 
of the subject. This Committee on Standardization of Normal Courses for 
Teachers of the Deaf brought in a report at the next meeting of the Con- 
ference held in Frederick, Maryland, in 1926, which, referred to by Super- 
intendent A.C. Manning of the Western Pennsylvania School in moving 
its acceptance as "The beginning of better days," laid down twenty-two points 
for an outline of a basic curriculum of teacher education in this special field. 
These provided for: C1) study of the deaf and semi-deaf child of school age, 
(2) preparatory sense training, anatomy of the organs of speech and hearing, 
(3) phonetics, voice development and rhythm work, (4) speech reading, 
measurement and training of residual hearing, (5) language for the deaf 
child, including methods of reading, (6) methods in the main school con- 


for the Deaf) institu 

1 ted a pla i i 
Committee on vu ia TI gt gsc 
responsibility: 


(1) The setting-up and mana 


the deaf according to a Clas, C ES €t of a system of certifying teachers of 


C, Class B, and Class A arrangement, qualifica- 


TEACHERS OF THE DEAF 


tions for each of these grades or levels depending upon different degrees of 
academic attainment, special training, and prior teaching experience, and 

(2) Certifying training centers by a process of evaluation after inspection, 
employing the standards agreed upon at the Frederick Meeting in Maryland 
in 1926 as background requirements. 


By resolution, the Convention of American Instructors of the Deaf urged 
that the Conference of Executives take such action and thus lent approval 
to the principle.*® 

In the meantime, steps were taken by the American Association to Pro- 
mote the Teaching of Speech to the Deaf, after preliminary planning that 
reached back to its Summer Meeting in Staunton, Va., in 1928, to set up a 
system of registration according to graded levels of qualification of teachers 
of the deaf whose concentration of interest lay in oral instruction and who 
were members of the organization. This system, gotten under way in 1931, 
was by mutual agreement merged with the Conference Plan of Certification 
in 1935.27 

Pursuant to a resolution adopted by special convocation at Gallaudet Col- 
lege of executives of American schools for the deaf in 1947, the major organi- 
zations concerned with education of the deaf were urged to establish a joint 
commission to formulate the specifics for a standardized and basic teacher- 
preparation course of study, the feeling being that the profession had far 
outgrown the requirements laid down in Frederick, Md., in 1926.28 The 
urgency of this move was pressed by a similar resolution at a special meeting 
of executives of schools at the time of the meeting of the Convention of 
American Instructors of the Deaf in St. Augustine, Fla., also in 1947.29 The 
desire to agree upon a basic outline of standards that had official professional 
approval was also motivated by the marked increase during recent years in the 
number of university centers furthering the clinic movement in which prob- 
lems of conservation of hearing and of speech pathology rather than the con- 
ditions of classroom teaching of deaf children were the main objective. In a 
number of instances such clinics were associated with schools of medicine. 
In these centers, audiology and questions dealing with the hard of hearing 
particularly were also given special emphasis, and student training, when it 
was offered, bore that bent to a major degree. That is, individuals with this 
type of preparation were not adequately equipped as teachers of the deaf. 

These efforts in due time bore fruit. Independently both the Volta Associ- 
ation for the Deaf, the new name assumed by the American Association to 
Promote the Teaching of Speech to the Deaf, and the Conference of Execu- 
tives each adopted a basic curriculum as their respective minimum standards 
for teacher preparation, the former taking this step in May, 1951 at Phila- 
delphia, and the latter a month later in Fulton, Mo.39-?! i 

The similarity of these two plans may be noted when they are place 
in juxtaposition. The numerical designation of the course segments npe 
sents the order of appearance in the original report but does not bir y 
signify order of importance. The titles are almost identical. It wi Rd 
that in a number of instances the corresponding synopses are practically EACH 
in the others, the difference is not very marked. Item 9 in the A 
Plan, that is, Psychology of Exceptional Children, does not appear as suc 
in the Conference outline, but the latter states the teacher candidate should 
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have had some prior study of that field, or take it concurrently with the course 
in training, including as well a course in Child Growth and Development. 


THE ASSOCIATION PLAN 


l. The Teaching of Speech to the Deaf 


This course should include a section on 
phonetics (The International Phonetic 
Alphabet, Bell's Visible Speech, a Dia- 
critical Marking System and/or the 


THE CONFERENCE PLAN 
The Teaching of Speech to the Desf 


Yale Charts). It should also cover 
methods and devices for developing all Some time should be devoted to the 
the English sounds. It should stress a correction of speech defects in the hard 


definite philosophy (the sound, sylla- 
ble, or whole-word-with-meaning ap- 
proach) and should include the basic 
principles to be taught, viz.: (1) good 
voice placement, (2) enunciation, (3) 
pronunciation, and (4) phrasing. It is 
essential that demonstrations and prac- 
tice with deaf children be an integral 
part of this course. 


- The Teaching of Language to the Deaf 


A study of techniques employed in the 
development of language with deaf 
children, wi i 


various systems of teaching language 
the various schools 


mud be ced in methods of cor- 
recting mistakes in ]. 
5 e esf chili anguag, ; Common 


N 


of hearing, but the major portion of the 


deaf children 
be an integral part of this 


dent to the various systems of teaching 
language that are in use in the various 
schools for the deaf in the country, 


ment of at least one language system. 
The systems which the student should 
become familiar with are Barry 
Five Slate, Wing's Symbols, 
ald Key, Natural Method. The ma- 
terial in Outline of Language for Deaf 
Children by Edith M. Buell 
form the basis of such a course. 


. Methods of Teachi hods eaching Elementary 

School Subjects to the De ps MA Lub = Ae Deaf 
red course should include methods of Thi: sh j i methods of 
ing reading to deaf children— teaching reading > Iara both 


in the lower and higher grades, Meth- 
ods of teaching content subjects such 
as arithmetic, social studies, and sci- 
ence should be considered in this 
Course. Particular emphasis should be 
Placed on methodology in the inter- 
mediate and advanced grades. Some 
time should be devoted to the use of 
visual aids in classes for the deaf. 


the social studies, should be considered. 
The sources of procurement and the 
use of all types of visual material 
should be discussed. The use 


tli 
n 
l 
R 
' 


be used as part of regular class work 
and not as entertainment, to insure an 


i 
: 
à 
á 


E 


course should cover the history of 


ment of the deaf, and studies related to 
the deaf and their learning problems. 
The student should become familiar 
with the literature in the 
field in this course, and he should also 
become familiar with the place of the 
adult deaf in today's society. 


. Auditory and Speech Mechanisms 


This course should cover the physiology 
and pathology of the speech and hear- 
ing mechanisms. 


. Audiometry, Hearing Aids, and Audi- 
tory Training 

A survey of the physics of sound with 
special emphasis upon the acoustics of 
speech and the function of the ear as 
a sound receptor. The concept of 
threshold should be introduced, especi- 
ally the several types of thresholds in- 
volved in speech perception and meth- 
ods for their détermination. The test- 
ing of hearing and the interpretation 
of various types of audiograms with 
stress on their value in the educational 
program should be included. The 
problem of the selecting and fitting, 
the care and henefits of hearing aids 
should be discussed. Lectures should 
be given ey de the student equ 
set up practi ssroom programs for 
children with varying degrees of hear- 
ing loss. Such a program should in- 
clude developmental exercises in listen- 
ing to speech and language (for recog- 
nition and interpretation) and the pro- 
duction of speech and language. 
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4. Education and Guidance of the Deaf 


This course should cover the history 
of the education of the deaf. It should 
review the findings of the various re- 
search studies that have bearing on the 
psychology of the deaf, social adjust- 
ment of the deaf, and studies related 
to the deaf and their learning problems. 
The student should become familiar 
with the professional literature in the 
field in this course, and he should 
also become familiar with the place 


-of the adult deaf in today's society. 


5. Auditory and Speech Mechanisms 


This course should cover the physi- 
ology and pathology of the speech and 
hearing mechanisms. 


6. Audiometry, Hearing Aids, and Audi- 


tory Training 


In audiometry this course should cover 
the theory of hearing testing and famil- 
jarize the students with various meth- 
ods and various types of instruments 
used in testing hearing. lt is recom- 
mended that each student test at least 
ten children of varying ages who are in 
a school for the deaf. This course 
should cover the theory and operation 
of various types of individual aids 
and group aids. In auditory training 
the student should learn the theory, 
possibilities, and limitations of a good 
auditory training program. Such a 
course should include lists of materials 
and a suggested developmental pro- 
gram. 
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7. Methods of Teaching Speech Reading 
to the Deaf and Hard of Hearing 


This course should include the prin- 
ciples of teaching speech reading, the 
limitations and possibilities of lip-read- 
ing; preparation of original speech 
reading material suitable for hard-of- 
hearing and for deaf children; study of 
systems of speech reading for adults; 
Bruhn, Nitchie, Kinzie, etc. 


8. Observation and Student Teaching 


"This course should include a minimum 
of 400 clock hours of observation and 
practice teaching in classes of deaf chil- 
dren in a well organized school for the 
deaf with an enrollment of not less 
than 100, varying in age from pre- 
school through Junior High School 
C9th grade) and student teaching in 
classes on at least three levels: pre- 
primary, primary, elementary, and/or 
Junior High School. 


9. Psychology of Exceptional Children 


The study of children who deviate 
from normal: mentally retarded, gifted, 
deaf, hard of hearing, crippled, blind, 
and partially seeing, speech defective, 
socially maladjusted, etc. 


7. Methods of Teaching Speech Reading 
to the Deaf and Hard of Hearing 


The various methods of teaching 
speech reading such as the Nitchie, 
Kinzie, Whilden and others should be 
covered. The collection of materials 
for use in teaching speech reading 
should be a part of this course. 


8. Observation and Student Teaching 


The facilities for class observation and 
student teaching should be extensive 
enough so that the deaf children are 
fairly well graded. This will normally 
mean that there are at least six classes 
of differing grade levels. The student 
should be required to do at least some 
practice teaching on each grade level so 
that he will have a better understand- 
ing of the whole educational problem 
of the deaf child. 


Recommended semester hours, minimum and maximum: 1 — 4-6 hrs.; 2 — 46 hrs; 


Cees e hrs.; 


5 — 2-3 hrs; 6 — 2-3 hrs; 7 — 2-3 hrs; 8 — 6-10 


hrs.; 7 — 2-3 hrs; 8 — 6-10 hrs.; 9 — 2.3 hrs. 
The several minimum and maximum limits of college unit credits indicate 


ly when set up in the different centers offering such preparation. Assuming 
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lems of Teachers and Other Professional Personnel, Their Selection and 
Education, and in this connection a work section on The Deaf concluded 
that "adequate standards of education and certification for teachers of the 
deaf are satisfied by the programs of teacher preparation as developed by 
"both the Conference of Executives and the Volta Association.”*? The Sym- 
posium added endorsement of the need of attention to children with multiple 
handicaps. 


SuMMARY 


The course of development of teacher preparation in work with the deaf 
is thus clearly outlined. The crude earliest beginnings rested on a “curricu- 
lum” which consisted of a more or less brief residence in a school for the deaf, 
some observation and largely undirected class practice and, above all, 
instruction in the use of manual-language. As the need for teachers became 
more pressing, preparation for the work assumed the character of in-service or 
“on-the-job” training. The cadet-teachers, as they were sometimes called, 
would be given charge of practice classes, usually small groups, under guidance 
of experienced teachers on the staff, and using the latters’ notes and lesson 
plans. These cadet-teachers usually included monitorial duties as part of 
their course of preparation, the latter being really an apprenticelike type 
of experience. It was primarily intended to meet local needs, and only secon- 
darily to furnish teachers for other schools. At best it was only a stop-gap 
method. 

The introduction of speech methods and the gradual improvement in class- 
room procedures, particularly with the advent of systematized language- 
teaching methods, placed a premium upon specialized knowledge as prepara- 
tion for teaching deaf children. This led to the establishment of the student- 
teacher program on a systematically organized basis with proper course- 
sequence structure, and supposedly reflecting the practices in effect in the bet- 
ter schools for the deaf. 

Improvement of teaching techniques in the ordinary public schools, under 
impulse of the rapid progress made in psychology and education along 
scientific lines, brought on a demand to set standards of preparation for teach- 
ers according to criteria approved by leading organizations in work with the 
deaf, a movement that paralleled, and in many instances merged with, the 
certification effort of the state public school systems. This movement to set 
approved standards for the program of education of teachers of the deaf has 
been further strengthened by its affiliation with accredited college and uni- 
versity centers, thus imparting to it the level of higher education, with all 
the benefits accruing from that status. 
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WILLIAM G. HARDY 


When a child has so much impairment of vision that he must be trained 
in a sight-saving class, it is usually taken for granted that he wears glasses. 
As a matter of fact, he has usually worn glasses for some time, long before he 
enters school. It is doubtful, indeed, that any teacher or school superintendent 
would say to this child’s parents: “He does not get much help from his 
glasses, and really does not need them. Suppose we take them off and train 
him as a totally blind child.” 

Yet, a situation much like this occurs commonly in the management of the 
deaf child, and the comment is made daily: “He has so little hearing that it is 
a waste of time and money to bother with a hearing aid. Suppose we forget 
about the hearing aid—we don’t think it helps him—and concentrate on train- 
ing him as a totally deaf child.” What goes on here? 


Powznrur New Toots Are HELPFUL 


With the advent of the vacuum-tube amplifier and hearing aid and, more 
recently, the transistor aid, powerful new tools have been developed that 
prove to be of great benefit in the training of the deaf child. That these tools 
are not being used to the fullest extent is a matter for great concern. With the 
use of modern diagnostic methods and measurements, there need be no 
mystery about the amount and kind of hearing impairment even in very 
young children, and a reasonably good prediction can be made about the 
child's use of his residual hearing. A hearing aid makes sounds louder, and, 
depending upon the amount of hearing potential a child has, can bring him 


*Reprinted from The Volta Review, Oct., 


ing and Speech Center, The jin: Heke 1954. Dr. Hardy is director of the Hear- 


Medical Institutions, Baltimore, Md. 


HEARING AIDS 


The question — hearing aids for children? — is pointed up in a comment 
made recently on the editorial page of a school publication concerning a meet- 
ingof a group of educators of the deaf: 


Much consideration was given to the matter of hearing aids, their use and abuse. 
Educators of the deaf are glad to welcome improvements that are being made to hearing 
aid instruments, but deplore the fact that in many instances such aids are sold to indi- 
viduals, who, because of their degree of hearing loss, cannot benefit by their use. Further- 
more, the idea of placing hearing aids on children merely because they can understand 
the spoken words more readily with the use of such instrument, is not the solution to 


the educational problem. 

If this statement means what it seems to mean, there is ample reason to 
examine carefully the thinking it seems to reflect. 

First, it is difficult to conceive of an abuse of a hearing aid, short of slam- 
ming the thing on the floor, tearing the receiver cord in two, puncturing the 
microphone, or similar acts of vandalism. A hearing aid is an electronic instru- 
ment designed to make sounds louder; it can do nothing else. It cannot think; 
it cannot perceive; it cannot react in any way. lt has neither mind nor soul. 
The only abuse to which it can be subjected is that which human beings inflict 
upon it. One assumes, of course, that a hearing aid would not be worn during 
periods of rough play. 

Second, in the nature of things there are only a relatively few children 
with total hearing loss, or with the physiologic potential of hearing so debased 
that the most powerful hearing aids cannot penetrate. On the other hand, 
there are many children with serious bilateral hearing impairment who have 
never been exposed to amplified sound, whose minds have never learned to 
comprehend sound, and who act as though sound is completely meaningless 
to them—as, indeed, it may well be. To state that they are totally deaf, how- 
ever, because they do not act as though they hear, is to argue in a circle. 
They act totally deaf because they have not had any opportunity to know 
sound. 

With due respect to psychoacoustic fact, it makes little difference whether 
a child has a 65-decibel hearing impairment or an 85-decibel hearing impair- 
ment (the one is ten times greater than the other); either would be deaf, in 
the sense of the mind's ability to comprehend average conversation, without 
the use of amplification and special training in language. Yet, the child 
with the 65-decibel hearing loss can, other things being equal, learn to live 
and get along within the range of ordinary conversation. The child with the 
85-decibel impairment can never clearly perceive ordinary conversation and 
must depend basically on vision; but even he can gain a greater deal of benefit 
from the consistent, persistent use of Cexposure to) amplified sound. 


A Few Cannot Br HELPED 


Without doubt there are a few children whose hearing potential is so de- 
based that they cannot profitably use amplification. But this is a small group, 
percentage wise; statistically, their number is insignificant in matters of educa- 
tional philosophy and policy. That a few families with children in this group 
are led to buy hearing aids is regrettable. One must assume that the sellers 
of the aids are proceeding with conviction and the hope that some small stir- 
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ring of audition will be of help. This is the only assumption that is reasonable, 
for the total aggregate of hearing aid sales to deaf children of all degrees 
amounts to only a small proportion of the annual output of hearing aids. 


Tue Osjecr or Hearne Arp Use 


Third, “the idea of placing hearing aids on children merely because they 
can understand the spoken words more readily” is the whole object of the use 
of hearing aids for deaf children. Were children to understand spoken words 
readily, they would not be deaf. If, with the use of hearing aids, they can 
understand spoken words more readily, no further argument need be pro- 
jected for the use of hearing aids; and the special educator can have no 
better goal. That. this “is not the solution to the educational problem” goes 
without saying. It would seem that the object of education Cof deaf children, 
and of normally hearing children) is not to teach them to hear, but to help 
them to learn how to live a productive, satisfying, reasonably independent life 
in which literacy, ethical values and moral integrity become tools for living. 
The implication in reference that the “placing of hearing aids on children” 
is “the solution to the educational problem” is tantamount to suggesting that 
the child with a severe visual disorder (a level, say, of 20/200) is educated by 
virtue of the fact that he wears glasses which enable him to distinguish form 
and some semblance of spatial relations. This is a discursive straw man. Who, 
in all sincerity, would offer such an argument? And what educator, in all 
sincerity, would restrict the use of glasses for a child with 20/200 vision, on 
the ground that they do not enable him to see normally? 


More Discussion oF THE “EpucaTionar ProsLem” Is NEEDED 


$ There are evidently some serious problems involved in this question: hear- 
ing aids for deaf children? "There are many emotional overtones; toes that 


The problems of the traini f i i i i 
tion, largely in that the led aie ing, lahouage and QE 


ing as adjuncts. For the deaf child, this order of basic perception is changed; 


he must lea 

rn language meani 

a 3 ngs and i i i 
stimulus, with au, pops Wein expression basically through visual 
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AOTER tactile awareness and so on as adjunctive 
A basic question is thi 
tion is this: i i 
nenio how little residual hearing can there be still to be 


serviceable in the deaf child's learning processes? The answer is— 


HEARING AIDS 


very little, provided that it is put to use early and consistently, so that the 
mind's awareness of sound can become an active part of the child's behavior 
and relationship with his world. Under ideal circumstances of case-finding 
and diagnosis, this is not a problem for the educator; most deaf children would 
simply arrive with hearing aids, having had several years of experience in 
exposure to sound and in putting it to use in the course of childhood develop- 
ment. Their awareness of sound through amplification would simply be a 
part of their awareness of their world, just as is residual vision for the child 
who arrives at the sight-saving class. Under these circumstances, the idea 
of ignoring the deaf child's residual hearing would simply be unthinkable. 

From this perspective, the following facts and ideas are summarized for 
careful consideration of educators of the deaf, clinical otologists and audi- 
ologists, parents and teachers—all those whose knowledge, interests, skills and 
love are dedicated to the welfare of the deaf child. It is understood that some 
of the statements are argumentative in the sense that clear evidence is required 
to support them. Too much space would be required in the present context 
to adduce all the evidence that is available and pertinent; the critic is referred 
to the current literature in otology, audiology, psychology and education. 

First, in modern physiologic and clinical terms, there are relatively few 
totally deaf children. With the advances of medical diagnosis and therapy 
there are only a few things which can cause total deafness. The fact that a 
child is so deaf that he does not respond to ordinary sound. must not be con- 
fused with total deafness. The reserves of the human hearing mechanism 
are great, and can usually be reached by adequate stimulus with amplification 
so that at least some hearing sensation can occur. 

Second, of those children with hearing impairment severe enough to inter- 
fere seriously with the development of language and speech, perhaps 30 per 
cent are educatively deaf. The others are potentially hard of hearing. 

Third, many more than 30 per cent of the children mentioned above are 
currently enrolled in various schools for the deaf, and the number is apt to 
increase as younger and younger children are admitted prior to, or without, 
an adequate diagnostic work-up. 

Fourth, at any given age—say, four years—there is commonly a great differ- 
ence between a child’s hearing potential and his actual functional response 
to sound. Hearing, as the term is commonly used and understood, is in part a 
function of the auditory end organ and in part a function of the mind's per- 
ceptual activities. The mind's understanding (use of hearing) is a learned 
activity, and the deaf child needs every opportunity, and every chance for 
auditory stimulus, to learn to use what residual hearing he has. 

Fifth, in modern technologic terms, few deaf children lie beyond the reach 
of a powerful hearing aid. This follows from point 1, above. 

Sixth, educative expectancy in the use of a hearing aid is quite different 
for the deaf child from what it is for the hard of hearing child. For the 
child who is educatively deaf, hearing at best can be only an adjunct to vision 
and the other perceptual modes. 

Seventh, current investigations indicate beyond any reasonable doubt that 
the deaf child trained to see and hear simultaneously communicates better 
than does the child who learns to depend on either vision or hearing alone. 
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Eighth, there is incontrovertible evidence that the child who is introduced 
early to amplified sound learns to use it and to adapt to it. The idea that the 
deaf child must somehow learn what language is before he is permitted to use 
his residual hearing is consistently reiterated by some educators of the deaf; 
this idea lacks basis in fact—physiologic, neurologic, pathologic, or psycho- 
logic. The deaf child will learn so-called "natural language" best with the 
earliest possible use of sound, as does every other child. 

Ninth, in physiologic and behavioral terms, deafness is not an entity. A 
group of children who are educatively deaf at any given stage in early devel- 
opment—say at age four—will typically have more different patterns of resi- 
dual hearing and therefore many different levels of potentials in learning to 
adapt to the use of sound. Some of those with relatively good potential hear- 
ing may be quite deaf functionally; some of those with quite profound hearing 
impairment may learn to interpret sound quite readily. It is important in the 
diagnostic process that a careful measurement of each child's residual hearing 
be made, so that the fullest advantage of his hearing potential can be striven 
for. The effect of this objective, of course, is to put special emphasis on what 
hearing remains, rather than on what is lost. 


Resipuar Hearinc Musr Be CowsipEnEp In TERMS 
OF THE Cuirp's POTENTIAL 


Tenth, hearing is in part a function of the auditory end organ and in part 
a function of the mind. There is no treatment or improvement known for a 
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FOUNDATIONS AND INFORMATION CENTERS 


American Annals of the Deaf, Gallaudet College, Washington 2, D.C. 

Dept. of Services for the Deaf-Blind, 15 West 16th St., New York 11, N.Y. 
Helen Keller Committee for the Deaf-Blind, 15 W. 16th St., New York 11, N.Y. 
The Audiology Foundation, 180 Fort Washington Ave., New York, N.Y. 

The Foundation for the Deaf, Inc., Gallaudet College, Washington, D.C. 


American Federation of the Physically Handicapped, 1370 National Press Building. 
Washington 4, D.C. 


Volta Bureau, 1537-35th St., N.W., Washington 7, D.C. 

Child Study Group for Parents of Hearing Impaired Children, 6468 E. Atherton Road, 
Flint, Mich. 

Association of the Junior Leagues of America, Inc., The Waldorf-Astoria, 305 Park Ave., 
New York 22, N.Y. 

Hearing Foundation, 5 E. 47th St., New York, N.Y. 

National Auricular Foundation, 612 West Shorb, Albambra, Calif. 

The Barbara Brauer Foundation for Deaf Children, 1534 Pitner Ave., Evanston, Ill. 

The Children's Research Clinic of The Winthrop Foundation for the Investigation of 
Deafness, 243 Charles St., Boston 14, Mass. 

National Association of the Deaf, 2495 Shattuck Ave., Berkeley 4, Calif. 

National Society for Crippled Children & Adults, Inc., 11 S. La Salle St., Chicago, Ill. 

Jack Little Foundation, Box 288, Madill, Okla. 

The Virginia Hearing Foundation, Inc., 109 Cabell Hall, Univ. of Va., Charlottesville, 
Va. 


HOMES FOR THE AGED 


Archibald Memorial Home for the Aged Deaf, Brookston, Indiana 

Gallaudet Home for the Aged and Infirm Deaf, 22 Bancroft Road, Poughkeepsie, N.Y. 
Gallaudet Home Society, Inc., 183 Pinehurst Ave., New York 23, N.Y. 

Home for the Aged, Institution for Deaf Girls, 3725 St. Denis St., Montreal 18, Canada 
Illinois Home for the Aged and Infirm Deaf, 920 Elmwood Ave., Evanston, Ill. 

Ohio Home for Aged and Infirm Deaf, 6971 Sunbury Rd., Westerville, Ohio 

New England Home for Deaf Mutes, 154 Water St., Danvers, Mass. 

The Ladies’ Auxiliary to The New England Home, 154 Water St., Danvers, Mass. 


Pennsylvania Home for Aged and Infirm Deaf, owned by the Pennsylvania Society for 
the Advancement of the Deaf, 9549 Milnor St., Philadelphia 14, Penna. 


Southern Home for the Aged and Blind-Deaf, 1911 Boulevard Drive, S.E. Atlanta, Ga. 


Memorial Home for the Deaf (Private), 1015 Grove St., Oakland 7, Calif. 
California Home for the Aged Deaf, 953 South Menlo Ave., Los Angeles 6, Calif. 


*Courtesy of The American Annals of the Deaf, 1955 Year Book: A more complete list 
for the professional worker will be found in the Annals. 
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ORGANIZATIONS FOR THE DEAF 


INSURANCE 


National Fraternal Society of the Deaf, 433 South Oak Park Ave., Oak Park, Ill. 
Knights and Ladies of De l'Epee Sickness & Disability Association, 453 Madison Ave, 


New York 22, N.Y. 
Massachusetts Benevolent Association for the Deaf, 15 Stratton St., Dorchester 24, Mas. 


VOCATIONAL REHABILITATION 


American Vocational Association of the Deaf, Gallaudet College, Washington 2, D.C. 

Audiology Clinic, New York Regional Office, Veterans Administration, 252 Seventh 
Ave., New York, N.Y. 

American Rehabilitation Committee, Inc., 28 E. 21st St., New York 10, N.Y. 

Handicapped United, Hull House, 800 S. Halsted St., Chicago, Ill. 


Audiology & Speech Correction Center, Walter Reed Army Hospital, Washington 12, 
D.C.; Office of Vocational Rehabilitation, Dept. of Health, Education, Welfare. 


Children’s Bureau, Dept. of Health, Education, and Welfare, Washington 25, D.C. 
Goodwill Industries of America, 1222 New Hampshire Ave., N.W., Washington 6, 
D.C. 


National Rehabilitation Association, 1025 Vermont Ave., Suite 514, Washington 5, D.C. 

National Association of Physically Handicapped, Inc., 1801 D St, S.E. & P.O. Box 
No. 2514, Washington, D.C. 

United States Naval Hospital Aural Rehabilitation Unit, Philadelphia 45, Penna. 


Institute for Special Workers for the Aural Disabled, Office of Vocational Rehabilitation, 
Dept. of Health, Education, Welfare, Washington 25, D.C. 


MEDICAL 


The American Laryngological Rhinological a. d Otological Society, Inc., Medical Arts 
Bldg., Rochester 77, N.Y. p i ^e 


Institute of Physical Medicine and Rehabilitation, 400 E. 34th St., New York 16, N.Y. 
International Audiology Conference, 149 Harley St., London W. 1, England 


American Academy of Ophthalmology and Otolaryngology, Committee on the Conserv- 
tion of Hearing, University of Iowa, Iowa City, Iowa 


American Otological Society, 950 E. 59th St., Chicago 37, Ill. 


American Medical Association Co; il i ici i 
S posl ae ao on Physical Medicine and Rehabilitation, 535 


Advisory Committee on Audiometers and Hearing Aids 


American Medical Associati i i 
Dearborn St., Chicago, Ill. ByEston ig Laryngology, Orology & Rhinol 


ped Poss ium Oto-Rhino-Laryngologicum Amicitiae Sacrum, Noorerhaven 7, Gronin- 


The Ni ici i 
vee ee ganas of Medicine Section on Otolaryngology, 2 East 103th St., New 
British Association of Otolaryngologists, 45 Lincoln’s Inn Fields, London, W.C. 2 


Hearing Conservation Committee, Marico; Phoe: Ariz. 
» Coi i i i 
Lempert Institute of Otology and TT MERO Wem ut d 


York, NY esearch Foundation, Inc., 74th St., New 
Committ Heari " 
5 ee 9n Hearing Defects, State Medica] Society, 704 East Gorham St., Madison 


N.Y. Eye and Ear Infirmary, 218 Second Ave, 


Otosclerosis Study Group, Division of CE oar 


Kingshighway Blvd. & Des ME *tee on Conservation of Hearing, 640 S. 


ORGANIZATIONS FOR THE DEAF 


EDUCATIONAL 


Association of Public School Teachers of the Deaf, 225 E. 23rd St., New York, N.Y. 


Council of Administrators, Supervisors, and Coordinators of Special Education Programs 
of Local School Districts, 1323 Hinman Ave., Evanston, Illinois 


Conference of Executives of American Schools for the Deaf, Tennessee School for the 
Deaf, Knoxville, Tenn. 


Cine of American Instructors of the Deaf, Kansas School for the Deaf, Olathe, 
an. 


ha Council for Exceptional Children, 1201 16th St., N.W., Washington 6, 


Sigma Alpha Eta (National Speech and Hearing Society), Speech and Hearing Clinic, 
Louisiana State University, Baton Rouge, La. 


Illinois Council of Teachers of the Deaf, 7006 S. Loomis Blvd., Chicago 36, Ill. 
Friends of Hearing Handicapped Children, 1156 Van Buren Ave., St. Paul, Minn. 


Council of Day School Teachers of the Deaf and Hard of Hearing, Dept. of Special 
Educatior, Board of Education, Rochester, N.Y. 


Mu Iota Sigma (A fraternity for teachers of the deaf), Col. Wolfe School, Champaign, 
Ill. 


California Association for Aural Education, College of the Pacific, Stockton, Calif. 


National Association of State Directors of Special Educators, State Dept. of Education, 
Oklahoma City, Okla. 


Ohio Association for Supervisors and Teachers of Deaf and Hard of Hearing, Kennedy 
School for the Deaf, 245 Salem Ave., Dayton, Ohio 


Parents and Teachers of Deaf Children Assoc., 725 Vine St., Erie, Pa. 


National Catholic Educational Association (Deaf Educational Section), 1785 Massa- 
chusetts Ave., N.W., Washington 6, D.C. 


The Hearing Problems Study Group, Norwalk, Calif. 
Study Group Classes of Parents of Deaf Children, Calif. Guild for Deaf & Hard of 
Hearing Children, 166 So. Burlington Ave., Los Angeles, Calif. 


RECREATIONAL AND ATHLETIC 


American Athletic Association of the Deaf, Silver Spring, Md. 
American Deaf Railfans Association, 5953 S. Wilton Pl., Los Angeles 47, Calif. 
Central Athletic Association of the Deaf, 4157 W. 158th St., Cleveland 11, Ohio 


Eastern Schools for the Deaf Athletic Association, W. Penna. School for the Deaf, 
Pittsburgh, Penna. 


Eastern Athletic Association of the Deaf, 186 Ackerman Ave., Clifton, N.J. 

Farwest Athletic Association of the Deaf, 3606 Kalsman Drive, Los Angeles 16, Calif. 
Great Lakes Deaf Bowling Association, 23936 Edward, Dearborn, Mich. 

Midwest Athletic Association of the Deaf, Olathe, Kan. 

Northwest Athletic Association of the Deaf, P.O. Box 587, Vancouver, Wash. 

Dixie Bowling Associaticn of the Deaf, Box 4424, Fort Lauderdale, Fla. 

The Midwest Deaf Golf Association, 2422 N. Keeler Ave., Chicago 39, Ill. i 
Pacific Coast Deaf Bowlers Association, 13-37 S. Highland Ave., Los Angeles 35, Calif. 
Penn-Jersey Deaf Golf Association, Box 66, Bound Brook, N.J. 

Southeast Athletic Association of the Deaf, P.O. Box 1062, Spartanburg, S.C; 
Southwest Athletic Association of the Deaf, 5403 Tremont St., Dallas, Tex. 
Southwest Deaf Bowlers Association, 126 So. Evergreen Lane, Wichita, Kans. 
Northwest Athletic Association of the Deaf, P.O. Box 587, Vancouver, Wash. 

Central States Deaf Bowling Assoc., 23936 Tidward Ave., Deaborn, Mich. 

D.C. Deaf Golf Association, 613 Hamlin St., N.E., Washington, 17, D.C. 
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ORGANIZATIONS FOR THE DEAF 


SOCIAL WELFARE 


Canadi 1 Association of The Deaf, 81 Riverside Drive, Toronto, Ont. 

International Catholic Deaf Association, 36 Boon Ave., Toronto, Ont., Macs «x 

Order of Desoms (Dea Sons of Masons), 4458 Chestnut Court, Apt. 131, le, q 

National Fraternal Society of the Deaf (See Insurance) y 

Oral Deaf Guild of America, 2219 S. Forest Ave., Lansing 10, Mich. : 

American Federation of Oral Deaf Parents, 2219 S. Forest Ave., Lansing 10, Mich. 

American Lip Readers, 901 Washington Ave., Oak Park, Ill. 

The Jewish Society for the Deaf, 171 W. 85th St., New York 24, N.Y. 

National Society of the Deaf and the Hard of Hearing, 2 Bloor St. East, Toronto, 
Ontario, Canada 

New England Gallaudet Association of the Deaf, 492 Laurel St., Longmeadow, Mass. 

Social Service Conference for the Deaf, Gallaudet College, Washington 2, D.C. 

Maritime Association of the Deaf, R.R. 2, Souris East, P.E.I. 

National Film Library for the Deaf, 29 Cedar Ave., Farmingdale, L.I., NY. 

National Association of the Deaf, 2495 Shattuck Ave., Berkeley 4, Calif. 

Ontario Association of the Deaf, 557 Tweedsmuir Ave., Ottawa, Ont. 

The United Parents of the Deaf, 2834 University Ave., New York 63, N.Y. 

Western Canada Association of the Deaf, 285 Balmoral St., Winnipeg, Man. 

The Harris Taylor Vacation Fund for Deaf Children, 150 W. 22nd St., New York 11, 
N.Y. 


STATE ASSOCIATIONS OF THE DEAF 


Alabama Association of the Deaf, School for the Deaf, "Talladega, Ala. 

American School for the Deaf Alumni Assn., 68 Richard St., New Britain, Conn. 
Arkansas Association of the Deaf, 5115 F St., Little Rock, Ark. 

California Association of the Deaf, 969 F. St., San Bernardino, Calif. 

Colorado Association of the Deaf, 326 S. Grant St., Denver 9, Colo. 

Florida Association of the Deaf, Secy., Jacksonville, Fla. 

Georgia Association of the Deaf, 238 Third Ave., S.E. Atlanta, Ga. 

Idaho Association of the Deaf, 1114-16 Main St., Lewiston, Idaho 

Illinois Association of the Deaf, 3805 W. Harrison St., Chicago 24, Ill. 

Indiana Association of the Deaf, 927 S. Delaware St., Indianapolis, Ind. 

Iowa Association of the Deaf, Manly, Ia. 

Kansas Association of the Deaf, 1045 N. Waco, Wichita, Kans. 

Kentucky Association of the Deaf, Danville, Ky. 

Louisiana Association of the Deaf, 4160 Capitol Heights, Baton Rouge, La. 
Maine Association of the Deaf, Falmouth Foreside, Me. 

Maryland Alumni Association of the Deaf, 3011 Woodhome Ave., Baltimore 14, Md. 
Clarke School Alumni Association, 170 Adams St., Dedham, Mass. 

Boston School for the Deaf Alumni Association, 301 Washington St., Weymouth, Mass. 
Michigan Association of the Deaf, 2505 Begole St., Flint, Mich. 

Minnesota Association of the Deaf, 2223-19th Ave., N.E., Minneapolis 18, Minn. 
Missouri Association of the Deaf, 4241 Prospect Ave., Kansas City, Mo. 

Montana Alumni Association of the Deaf, 204 So. 10th Ave., Bozeman, Mont. 
Nebraska Association of the Deaf, 515 So. 31st St., Omaha Neb. : 

New Jersey Alumni Association of the Deaf, 610 Liberty St., "Trenton, NJ. 


Oklahoma Association of th 
Buc bec ee a NE cr 403 S. Penn, Shawnee, Okla. 


s ; 1832 McClellan St., P. 
Pennsyl an St., Portland 17, Oregon 
j ane Society for the Advancement of the Deaf, 9549 Milnor St., Philadelphia 


South Carolina Association of the Deaf, 1504 Wildwood Ave., Columbia, S.C. | 


ORGANIZATIONS FOR THE DEAF 


South Dakota Alumni Association of the Deaf, R.R. 2, Sharman, S.D. 

Tennessee Association of the Deaf, 307 Maple Loop Rd., Knoxville, Tenn. 

Texas Association of the Deaf, Secy., 5329 Belmont, Dallas, Texas 

Utah Association of the Deaf, 3515 Harrison Blvd., Ogden, Utah 

The Austine School Alumni Association of the Deaf, Ascutney Blvd., Windsor, Vt. 
Virginia Association of the Deaf, 4320 Raleigh Ave., Alexandria, Va. 

Washington State Association for the Deaf, 6516 Buena Vista Drive, Vancouver, Wash. 
West Virginia Association of the Deaf, 5209 B. Moyes Ave., Charleston, W. Va. 
Wisconsin Association of the Deaf, 4068 N. 13th St., Milwaukee 9, Wis. 


CORRESPONDENCE SCHOOLS FOR THE DEAF 


Correspondence Course for Deaf Pupils, 3407 Estelle St., Hapeville, Ga. This course 

is affiliated with the Home-Study Department of the University of Chicago, Chicago. 

The Hadley Correspodence School for the Blind, College Dept., 62 Lincoln Ave., 
Winnetka, Ill. Correspondence Courses for the deaf-blind. 

John Tracy Clinic, 924 W. 37th St., Los Angeles, Calif. Correspondence Courses for 
parents of deaf children. 
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PERIODICALS ON THE DEAF* 


EDUCATIONAL 


The American Annals of the Deaf, Gallaudet College, Washington 2, D.C. 

The Volta Review, The Volta Bureau, 1537 35th St., N.W., Washington 7, D.C. 

Hearing News, American Hearing Society, 817 14th St., N.W., Washington 5, D.C. 

Parents’ News Letter, The Parents’ Association, Lexington School for the Deaf, 904 
Lexington Ave., New York 21, N.Y. 

Parents’ News Letter, The Clarke School Parents’ Conference, Northampton, Mass. 

The Parents’ News (Parents’ Assoc. Beverly School for the Deaf), 344 Essex St., Salem, 


Mass. 3 

Sigma Alpha Eta Newsletter, Speech & Hearing Clinic, Mount Mercy College, Pitts- 
burgh 13, Penna. 

The Record of Sixteen Children, Parent-Child Training Institute, 1375 E. 60th St, 
Chicago 37, Ill. 

Newsletter of Teachers of Deaf & Hard of Hearing (Council of Day School Teachers of 
the Deaf & Hard of Hearing), Board of Education, Rochester, N.Y. 

ee, Michigan Association for Better Hearing, 407 Hollister Bldg., Lansing 8, 
Mich. 

Vox Magazine—Voice of the Deaf, 200 W. 34th St., Suite 1601, New York 1, N.Y. 

The Guild Messenger (Calif. Guild for Deaf and Hard of Hearing Children), 4912 
Denny Ave., N. Hollywood, Calif. 

The Clarion (Calif. Assoc. for Aural Education), 1002 E. St. John’s Place, Hemet, Calif. 


EDUCATIONAL ( Miscellaneous) ** 


e ir Speech and Hearing Disorders, 321 Illini Hall, The University of Illinois, 

rbana, Ill. 

Journal of Exceptional Children, National Education Association, 1201 16th St., N.W., 

Washington 6, D.C. 

Hs Hee ee of the t Society of America, 57 E. 55th St., New York 22, N.Y. 
pecial ucation Newsletter, Californi i i 

;: luca, C iia fae ornia State Dept. of Education, Bureau of Special 
Linie SD Nur Briefs, Oregon State Dept. of Education, Div. of Special Educa- 

The National Catholic Educational Ass'n. Bulletin CReport of the Proceedir Ed and 

W. 


peni 25 aona] Catholic Educational Association, 1312 Mass. Ave., 


ICEC Bulletin, International Co il f i i i Educational 
Assoc., 1201 - 16th St, N.W., Washington 6, Dices Children, National 


» D.C. 


Proceedings of the National Educational Association, National Education Association, 


*Courtesy of th i 
Eemi bl thes ta Annals of the Deaf. For a more complete listing for the 


‘merican Annals of the Deaf 1952, Vol. 97, No. 1, pages 156-175. 


**These periodi. i i 
E Siero ad Contain articles or abstracts on the deaf, deafness speech reading, 


PERIODICALS FOR THE DEAF 


Valor, American Federation of Physically Handicapped, Inc., 1370 National Press Bldg., 
Washington 4, D.C. 

Performance—The Story of the Handicapped, 'The President's Committee on National 
Employ the Physically Handicapped Week, U.S. Dept. of Labor, Washington, D.C. 

Research Relating to Children, Clearinghouse for Research in Child Life, Children's 
Bureau Federal Security Agency, Washington 25, D.C. 

Bulletin on Current Literature of the National Society for Crippled Children and Adults, 
National Society for Crippled Children & Adults, 11 South La Salle St., Chicago 3, Ill. 

Child Development Abstracts and Bibliography, Society for Research in Child Develop- 
ment, National Research Council, 2101 Constitution Ave., Washington 25, D.C. 

Child Development, Society for Research in Child Development, National Research 
Council, 2101 Constitution Ave., Washington 25, D.C. 

School Life, Federal Social Security, Office of Education, Washington 25, D.C. 

American Journal of Physical Medicine (Formerly Occupational Therapy and Rehabili- 
tation), Medical School, University of Wisconsin, Madison 6, Wisconsin 

The Crippled Child, National Society for Crippled Children & Adults, 11 S. LaSalle St., 
Chicago 3, Ill. 

Psychological Abstracts, The American Psychological Association, Inc., 1515 Mass. Ave., 
N.W., Washington 5, D.C. 

Journal of Rehabilitation, The Journal of Rehabilitation, 1025 Vermont Ave., N.W., 
Washington, D.C. 

Selected Rehabilitation Abstracts, Office of Vocational Rehabilitation, Federal Security 
Agency, Washington, D.C. 

Cerebral Palsy Review, 2400 Jardine Drive, Wichita 14, Kans. 

The Quarterly Journal of Speech, University of Missouri, Springfield, Mo. 

Speech Monographs, Speech Department, Ohio State University, Columbus, Ohio 


DEAF-BLIND 


Touch and Go, 15 West 16th St., New York 11, N.Y. 
Good Cheer, 712 Madison St., Topeka, Kan. 

The Skylark, 731 Williamson St., Madison 3, Wis. 
The Lantern, Perkins Institution, Watertown 72, Mass. 


MEDICAL 


The Laryngoscope (Journal on Diseases of the Ear-Nose-Throat), The Laryngoscope Co., 
640 S. Kingshighway, St. Louis, Missouri L 

Archives of eder e American Medical Assoc. 535 N. Dearborn St., Chicago 
10, Ill. $ 

Annals of Otology, Rhinology and Laryngology, St. Louis, Mo. 

Journal of Laryngology and Otology, 109 Kingsway, London, W.C. 2, England 

The Eye, Ear, Nose & Throat Monthly, Room 1800, 5 N. Wabash Ave., Chicago 2, Ill. 

Acta Oto-Laryngologica, Acta Oto-Laryngologica, Vapnargatan 6, Stockholm, Sweden r 

Excerpta Medica, Sec. XI on Oto-, Rhino-, Laryngology (Contains a part on Education 
of the Deaf), Excerpta Medica, 111 Kalverstraat, Amsterdam C., The Dd 

Current List of Medical Literature, Army Medical Library, 7th St. & Independence Ave., 
S.W., Washi 25, D.C. t 

Transactions, as Academy of Ophthalmology and Otolaryngology, 100 First Av- 

TRE Mh Leyagdlogeal, Rhinological & Otological Society, Inc.), 
640 S. Kingshighway, St. Louis 10, Mo. Y 3 

The Tonene nea Otological Society), Mayo Clinic, Rochester, Mmm " 

Quarterly Review of Otorhinolarynology, Washington Institute of Medicine, 171 assa- 
chusetts Ave., N.W., Washington 6, D.C. 
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Digest of Ophthalmology and Otolaryngology, 521 Rood Ave., Grand Junction, Colo. 

cai. the American Medical Association, American Medical Assoc., 535 N. Dear- 
born St., Chicago 10, Ill. i 

Today's Health, American Medical Assn., 535 N. Dearborn St., Chicago 10, m. 


SPEECH AND HEARING 

The Speech & Hearing Therapist (Indiana Speech & Hearing Association), Public 
Schools Office, Evansville 8, Ind. 

The Ohio Speech & Hearing Therapist, Ohio University, Athens, Ohio 

The Speech Therapist (Iowa Speech & Hearing Assoc.), Iowa State Teachers College, 
Cedar Falls, Iowa 

New England News on Lip Reading, 35 Baltimore St., Lynn, Mass. 

Auricle, National Auricular Foundation 

The Speech and Hearing News (Okla. Speech & Hearing Therapy), 612 W. Shorb, 
Alhambra, Calif. 


TRADE 


The National Hearing Aid Journal, 309 Commerce Bldg., Sioux City 9, Iowa 

What's New in Hearing, Maico Foundation for Better Hearing, Maico Co., Inc., Maico 
Bldg., Minneapolis 1, Minn. 

Have you heard? 'The Maico Co., Inc., Maico Bldg., Minneapolis 1, Minn. 

Better Living, A Bulletin for Sonotone Users, Sonotone Corp., Educational Dept., 570 
5th Ave., New York, N.Y. 

The Hearing Dealer (International Hearing Aid Assoc.), 421 Fifth Ave. So., Minne 
e Hearing Aid Ind: ; John C. Brid; i ishi 
See ee lustry, John ridges, Bridges Publishing Co., 1505 Eleanor Ave., 
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ELEANOR C. RONNEI 


The sensory deficiency called ‘deafness’ has been recorded in the ee 
ture of every nation from Biblical times. A person thus afflicted was 
or less a social outcast; he couldn't understand his fellow men and in Wr 
couldn’t make himself understood by them. Barring an outright miracle, 
case was hopeless. k 

But in e last fifty years, due in part to society's growing ee 
the worth of the individual, and in part as a result of newer knowledge 
man’s physical, mental, emotional and sensory make-up, those afflicted with 
impaired hearing have been shown how to lead happier, more useful lives. 


Tue DEAF AND THE Harp or Hearinc 


Until the 
‘deaf’. More often than not the word ‘dumb’ was added to indicate either 
lack of speech or mentality. Now that we are learning more about hearing 
and the effect of its widely variable quantitative and qualitative aspects, the 
blanket term ‘deaf’ is no longer adequate for planning educational and re- 


of hearing.’ The Prognosis of communication competency is the line of 
division. Thus the deaf are defined as those individuals whose 

hearing loss precludes their learning of speech by the natural method of 
imitating the sounds they hear, Although most deaf children can be taught 


y the statistically much larger group called 
caring are defined as those who have, 
ith or without a hearing aid to acquire 
uditory pathway, The difference be- 
i based on a percentage or 
f hearing. For example, a 
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young physician who lost all of his hearing following meningitis is classified 
hard of hearing rather than deaf. Speech retention and lipreading (speech 
reading) instruction have kept his ability to speak and understand others at 
peak functioning. 

This terminology is not meant to infer that anyone with a hearing loss 
‘belongs’ to either group. It should, by describing the communication po- 
tential, make more realistic educational and rehabilitative program planning 
possible for everyone with a hearing impairment. The need for different 
classification will probably always exist, but it is hoped that within the next 
generation medical science, educational methodology, and better hearing 
aids will increase the ability of a greater number of hearing impaired per- 
sons to communicate more normally. 

How many hard of hearing individuals are there? Somewhere near six- 
teen million people in the United States, or about ten per cent of the total 
population, have a hearing problem. About one hundred thousand are deaf 
according to the definition in the foregoing paragraph; the rest are hard of 
hearing. Hearing loss is found in about five per cent of the boys and girls 
in the schools, in grades from kindergarten through high school. Projected 
on United States census figures, this means that one million, seven hundred 
thousand, of our thirty-four million public school children have hearing 
problems. Schools for the deaf in the United States have an enrollment of 
about twenty thousand deaf and hard of hearing children; some three 
thousand hearing handicapped children are taken care of in public day 
schools and private schools; the remaining one million, five hundred and 
eighty thousand hard of hearing children are scattered throughout the gen- 
eral school population of the nation, with little or no provision for their 
special needs. 

These incidence figures may differ somewhat from statistics found else- 
where in this text. "The disparity is to be expected because of differing ter- 
minology, reference levels, the lack of a central registry and the hidden 
cases of hearing loss among the multiple handicapped. 


Hearinc Loss ow THE INCREASE 


In spite of the advances in medicine in general, hearing loss seems to be 
on the increase and there is still no medical cure for established deafness. 
Many reasons are given for this apparent increase: | 

l. The lengthening of the life span with its inevitable slowing up of all 
sensory processes accounts for many cases of handicapped deafness among 
the aged. 5 

2. An increase in hearing loss is noted among infants whose lives i 
saved by modern medical science, the premies, Rh factor and tubercular 

ingiti i icular. ] 
po coder M loci occurs when the delicate mechanism of Gra ear 
is unable to stand the physical pressure and constant loud noises of modern 
industry. 

4. The complete ; 
hearing tests discloses a statistically significant num 
ously acknowledged. 


health examination using better instrumentation for 
ber of cases not previ- 


261 


ELEANOR C. RONNEI 


5. The demands made on hearing spotli 
tlight mi 1 
CI CNE LUI. 
n e mem i i 
highly competitive, impersonal RE which deer ks 
standing anything but symbolic language. Education I 
skill in hearing and speech as the oral discussion method d 
precedence over the silent reading technique. poses d 
trast television, radio, and drive-in movies to parlor games of | 
6. World War II brought many hearing handicapped ind 
the employment market where they proved their value as worke 
“T Better hearing aids, worn openly, provide visible evidence 
impairment and increase the public awareness of the unive 
problem. 


Tue Rove or HEARING iN THE Persona DEVELOPM 
OF THE INDIVIDUAL 


veloped to practically adult size in the early months of pregnanc 
quail is scarcely dry before it freezes’ at the slightest sound 
various sounds to warn each other of danger; only those able 
signals will survive. Dr. Edmund P. Fowler, Sr. suggests 
ing may be deteriorating because of lessening importance for 
tainly the human race permits its hearing impaired to survi 
animals do. | 
Hearing functions as a prime means of contact with people an 
ings. Day or night, around corners, through solid barriers li 
maintains contact with fellow beings and environment both a 
and close by. Impaired hearing 
vironmental contacts; therefore, a 
‘Jone wolf’. . 
prse dede ten tant to man today, is the role th 


Third, and perhaps most impor 
plays in the learning of speech and language. We learn to spea 


because we hear. The more severe congenital hearing imp 
ate limitation of the projective 


Words are heard, but not often enough or 
f the words in 


become tools of 
ry. As a result, the individual is relatively 


both to express 


reduces the number of pe 
person with limited hearing 


and 
likely to resul 
bolic language. 
enough association 
the language sense, 
gination and memo 
using of symbolic language 

If hearing loss oc f uage 
many of the hard of hearing are in this category; 


this aspect of intellectual functioning. 
eed ned hard of hearing person tends to one b 
gives him. For centuries society has linked the wo! 


=! 


SENSORY TRAINING IS METHOD FOR HEARING AT TWO, AND Rt 
DEVELOPMENT OF ORAL SPEECH IN TOO 
HARD OF HEARING 
Cleveland. Hearing and Speech Center, 
Cleveland, Ohio 
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Oregon Public Schools, Portland, Oregon 
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ess re- 
the word ‘dumb’ is understandable, = sai = 

in i ‘ety’s thinking. +t exp 
Fe ic, its origin in society's thin esses th 
Bes be 3 ble to understand or make himself 
3 ho manifest 


ware of two facts. Practi- 


ot men- 
intelligence; as a group they are n! 
Bhat does st nd some hard of hearing con 


hole has little interest or understanding of the up : 
son encounters. Furthermore there is no way ìn which 
ring individual can experience the handicap himself. It is 
iter the world of the hard of hearing even 1n imagination. " 

‘be completely blocked out temporarily except by the highly 
hod of acoustic trauma or drugs that result in permanent 
ently, understanding of the emotional aura along with 
d social aspects of hearing loss is difficult for most people 


se hearing impairment is the particular acoustic, sensory prob- 
lividual, its varying effects are as numerous as the persons 
Hearing impairment has no yardstick, percentage or mu 
tion that is of help to public understanding. 


Scrences CONCERNED WITH HEARING 


end result of a sensory process that begins with a physical 
a sound wave. Many sciences are involved in understand- 
tation of a sound wave into a mental concept. To under- 
plex process, it is necessary to integrate and use pertinent 
‘4 part of the body of knowledge assembled by the basic sciences. 
ars the term audiology has come to mean the science of hearing. 
| not a separate body of knowledge about hearing, but the 
| knowledges for the benefit of the hearing handicapped. Audi- 
th knowledge physics has amassed in its analysis and measure- 
ES hearing tests, otological diagnosis, and the development 
B Ee The most elemental facts are briefly sketched 
pen Een d sound with an analysis of its pitch or tone. 
pit Ye basic sensory stimulus of hearing. It is produced 

4 oa E violin ae 4 set into the characteristic back and 

a cycle, or vibration. If the strin 

quw and fifty times per second, the den middle 
uced. The human ear is capable of perceiving a wide 


th from a low of 20 i 

i | of 20 cps to a high of 20,000. There i 

r Ene cem of individual ability to Tu noA ag 
E^ ix $ range covering the sounds from 300 to 3000 c A dli 
: one, satisfies minimum requirements for Bénin and 
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understanding speech. For the finer dissemination of speech sounds, as 
that involved in telling ‘sign’ from ‘fine’ without contextual help, a range 
up to 6000 cps is desirable. Hi-fi music lovers would not be satisfied with 
much less than 10,000 cps for a top frequency limit. Animals can hear and 
instrument can measure the much higher or ultrasonic sounds not of use 
in human hearing. 3 d 

Physicists have learned to measure the second attribute of sound, its in- 
tensity or loudness, in terms of an energy ratio called a decibel or db. Re- 
duced to over-simplified terms, a decibel indicates a just perceptible change 
in loudness of a sound. The. average human ear can hear sounds of many 
degrees of loudness from the faint, just heard sound at zero db up to the 
uncomfortably loud one at 100. High intensity sounds from 100-120 db 
‘tickle’ the ear, and those measured at 120-140 db are downright painful. 

Using these principles and the inverse square law, audiologists are able 
to predict the distance at which individuals with varying degrees of hearing 
loss will be able to function in comparison to normally hearing persons. An 
individual with a 70 db hearing loss will hear at a distance of five inches the 
same speech that his normally hearing friend hears at 40 feet. 

An average whisper is 30 db loud, and average conversation is carried on 
at a 60 db level. If a youngster playing Indian war whoops within six 
inches of the ear, his voice may reach 100 db. Interpretation of the handi- 
cap of loss of hearing is made on the basis of decibel loss. For example, a 
person with a 60 decibel hearing impairment will not hear the whisper at 
all; the average conversation will be barely perceptible, or not loud enough 
to understand, and the Indian yell just comfortably loud. 

A very general classification of hearing losses prepared by the Committee 
on Hearing of the National Research Council is reprinted here. 


Scale of Degrees of Hearing Loss 


(Prepared by the Committee on Hearing of the National Research Council) 


N.B.: The classes are defined by “decibels 
loss of hearing for speech.” Until suitable 
technical facilities for direct measurement by 
speech audiometry are available, the loss of 
hearing for speech shall be calculated from 
Puretone airconduction measurements by 
averaging the hearing losses at 500, 1000. 
and 2000 cycles per second, or at 512,1024, 


Class Name 
A Normal 
ear. 
B Near normal 


C Mild impair- 
ment. 


Loss for speech, in decibels (db) 


Not more than 15 in worse 


More than 15 but not more 
than 30 in either ear, 


More than 30 but not more 
than 45 in better ear. 


and 2048 cycles per second if the available 
audiometers are so calibrated. A person 
should be classified one class lower than in- 
dicated by the average value if, with an 
average loss of 10 decibels or more, his hear- 
ing loss for any one of the three frequencies 
is greater by 25 decibels (or more) than the 
least of his three losses. 


Remarks 


Both ears within normal 
limits. No difficulty 
with faint speech. 


Has difficulty only with 
faint speech. 


Has difficulty with normal 
speech but not with loud 
speech. 
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D Serious im- More than 45 but not more Has difficulty even with 
pairment than 60 in better ear. loud speech. 

E Severe impair- More than 60 but not more Can hear only amplified 
ment. than 90 in better ear. speech. 

F Profound im- More than 90 in better ear- Cannot understand even 
pairment. amplified speech. 

G Total loss of hearing in both ears. Cannot hear any sound. 


Tests or HEARING 


It is no longer necessary and certainly neither advisable nor safe to wait 
until the classic symptoms of hearing impairment show themselves. Mod- 
ern scientific tests have been devised to serve the public in three ways: to 
identify the hard of hearing individual so he can be helped and under- 
stood, to aid in the medical diagnosis, and to serve as guide lines for educa- 
tional and vocational planning if the loss is irreversible. 

A variety of such tests are available today. All measure the quantity of 
sound in decibels. Some also measure the quality of sound in terms of 
pitch, while still others measure the speech understanding of the listener. 
Some are rough screening tests which aim only to find those who have hear- 
ing that deviates from the norm; other highly specialized diagnostic tests are 
used in medical diagnosis, medico-legal cases, and in individual case plan- 
ning. 

The gross test most widely used in education and industry today to screen 
the deficient in hearing from the normal is called the sweep check test. 
Using a standard pure tone audiometer, it is possible for a non-specialist 
examiner to test the hearing of fifteen to twenty persons per hour. Standard 
procedure requires that an individual respond when each of seven pitches 
(300-500-1000-2000-4000-6000-8000 cps) is presented to him at an intensity 
of 10 or 15 decibels. Failure to hear at least five of the seven tones indi- 
cates the need for a more thorough test of hearing. 

Extensively used in the past, and of considerable practical value, is the 
phonograph or fading numbers test in which numbers beginning at a loud- 
ness level of 30 db and fading to a 3 db are recorded on a special form. 
'Those who fail to record numbers correctly at the loudness level of 9-12 are 
referred for further testing. 

A complete pure tone audiometric test is recommended as a follow up on 
all those who fail the sweep check or phonograph screening test. This type 
of test substantiates or disproves previous results and also serves as a basic 
test for all audiological and otological evaluations of hearing. The validity 
of this test is generally high when a properly calibrated instrument is used 
by a competent examiner in a sound deadened room, and when the listener 
is both willing and able to respond. 

A galvanometer, a ‘lie detector’ type of instrument, is now being used in 
some places to record the responses of very young children, and of the 
psychic deafened and malingerers. In audiological circles there is some 
difference of opinion concerning this test. Certainly much research is needed 
in educational follow-up procedures and actual technique of testing before 
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its results can be unquestionably accepted as a true picture of the indi- 
vidual's hearing. : 

The patient's air and bone conduction responses to pure tones in à seven 
or eight octave range are recorded at db intensity levels of minimum audi- 
bility on a chart called an audiogram. Because some pathologies of the 
hearing mechanism have characteristic audiometric patterns, the graph is 
used as a diagnostic tool by otologists. Audiologists use it, too, in planning 
programs of speech training and auditory comprehension and in making 
adjustments on hearing aids to meet individual needs. 

Audiograms can be ‘read’ by anyone who knows that the numbers on the 
base line represent pitches at octave intervals and those on the vertical line 
represent decibel loudness values in steps of 10 from 0 (zero) to 100 db. 
'The symbols for recording right and left ear responses by air and bone con- 
duction are shown on the chart. The interpretation of the graph, however, 
requires a thoughtful and detailed evaluation by a specialist. 

'The four following audiograms, with a probable interpretation of each 
graph, will describe briefly the handicap imposed by varying qualitative 
hearing losses. The first three audiograms represent approximately the 
same mount or quantity of hearing impairment, but show vastly different 
quantitative hearing impairment. The fourth is a unilateral case. 

This case has been diagnosed as conduction deafness, caused by severe 
middle ear infection. In general, this person understands speech well when 
the sound is loud enough and close enough to him. He seems to hear better 
in noisy places like the subway or a moving car. He understands some 
voices quite well on the phone and would have little difficulty if an ampli- 
fier were used. His own voice is likely to be somewhat breathy and less 
loud than the average. Articulation will follow environmental patterns. 

A hearing loss of this kind and amount will show itself from the begin- 
ning, — thus a four year old with a new loss will not answer when called 
from a distance and frequently becomes a chronic ‘whater. A 12 year old 
boy would find that he can no longer do home work successfully over the 
telephone or pick up football signals in a huddle. A thirty year old sten- 
ographer may find her present job impossible because she cannot take dic- 
tation or telephone messages. 

All three individuals will be able to wear hearing aids very well. Al- 
be used to advantage, an air conduction 
Once accustomed to the aid, each 
fifteen to twenty feet when he is 


peech and language training, as 
nsion to keep his communication 
nefit from concentrated lipreading 
training until the aid becomes a 


© maintain good speech patterns. 
ould be educated in neighborhood 


y hearing pl i i 
noted : rm I 8 Playmates. Intensiv 
pensatory skill training will enable both youngsters E learn at thelr PD 


rates. The i A 
younger child may require ‘starter’ help in basic reading skills 
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Average loss p 49 db Speech loss R 51 db 


53 db (500-4000) L 57 db 
A.M.A. % loss 58% 
Cboth ears) 


O—— O Right 
X----X Left 


125 250 500 1000 2000 4000 8000 
Average loss R 55 db Speech loss R 46 db 
E 57 db (500-4000) L 56 db 


A.M.A. % loss 
Cboth ears) 66% 
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keep the children's 


as well. Continuous counselling will be necessary to 
educational course in the right channels. 

A shift in the kind of work may be necessary for the 30 year old, but a 
job opportunity in the hearing world can be found with the help of a wise 
counsellor. 

'This audiogram may be considered typical of congenital nerve deafness 
of undetermined cause. In general, this type of hearing loss shows up be- 
tween the ages of 12 to 20 months in an otherwise normal infant who is not 
learning to speak. Throughout life many so afflicted find difficulty in un- 
derstanding speech even when they can hear the speaker. Most individuals 
seem to hear better in quiet places; they find telephoning difficult. Their 
voices are often loud and harsh. Their speech reflects the patterns of poor 
qualitative hearing and requires a great deal of training before acceptable 
speech is established. 
jn well fitted aid conduction hearing aid usually is helpful to those whose 
hearing follows the pattern shown in audiogram 2. Much more intensive 
and longer auditory comprehension training will be necessary before speech 
and hearing patterns are established. A higher degree of lipreading skill 
will be necessary to compensate for the greater loss in understanding speech 
imposed upon this group by the lack of quality in hearing. 

If fitted with hearing aids at an early age, most of these children can be 
taught communication skills that will permit them to enter normally hear- 
ing schools. Normal progress in a hearing school is possible for them if 
they are given a chance and enough help in the language skills. 

Audio 3 shows a severe high frequency loss, a type of nerve deafness that 

is most difficult for everyone to accept, understand, and compensate for. It 
can be congenital or acquired at any age. These individuals cannot under- 
stand speech over a telephone. Hearing aids are usually of little value to 
them. If congenital or acquired at any early age acceptable speech is very 
difficult to acquire and maintain. 
1 Compensatory education for children and grown ups will center around 
lipreading and speech. Social difficulties arise where supplementary lip- 
reading is impossible and must be accepted. Around a campfire, for ex- 
ample, all speech, although loud enough, is about as intelligible as a poor 
imitation of Donald Duck to a normal hearer. 

Otologists, teachers, and audiologists are constantly amazed by the range 
or adaptation individuals are able to make to such poor quality of hearing. 
OT E Ee ETE 

all around auditory patterns to co 

end greater challenge for all around accomplishment than A school for ae 
leaf, Because they hear so much and yet so little, a hool id 
them with extensive continu d ski e any SC TM 
D LUN anuous and skilled help in the speech and language 
receive. Nae mathe! the basic education all children are entitled to 
uncertain as children GE pm m he EL due employment wong 
in school. The public is not ready to accept the 


bo Pepe Ee ades all the time do not hear all, all the time. 
na qualitative loss probably bear the brunt of public 


Since ears do not work together, 
> 


cap most individual: a 3 a a unilateral hearing loss does not handi- 


extent. Some accommodations, such as 
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transferring the telephone to the good ear, and eye and ear searching to 
localize sound, may be necessary. No voice, speech or educational compen- 
sations are necessary in most cases. Medical care to prevent hearing loss in 
the good ear is of course most important to these persons. F 
Numerous other tests requiring elaborate instrumentation and highly 
trained operators are used in audiology centers for specific diagnostic pur- 
poses. For example, standarized spondee and PB lists are used to test ability 
to discriminate speech and use speech communicatively. Descriptions of 
these tests are found in the technical books listed in the bibliography. 
Hearing evaluation is indicated for infants and toddlers when they do not 
respond to ‘comforting’ sounds like footsteps or voices outside visual reach. 
The need for a hearing test is shown when the runabout does not seem 
interested in learning to speak or when jargon and limited vocabulary persists 
beyond the normal age. Examination is imperative following illness in 
which the ears are involved, particularly those accompanied by high fever. 
Children seldom complain of not hearing. Therefore, hearing tests should 
be a regular part of a school health program. If not, they should be given 
in cases where the child has a speech problem, or when reading readiness 
and later reading comprehension do not develop normally. The child who 
is inattentive, particularly during group activities like story telling, or one 
who makes little mistakes like turning to page ‘seven’ instead of ‘eleven’ or 
writing ‘man’ not the required ‘pan’ in a spelling quiz, should be tested, 
Hearing tests following all diseases of the ear should be routine for chil- 
dren and adults. The importance of pre-employment hearing tests and 


routine hearing tests in industry will, it is hoped, be recognized within the 
next decade. 


Tue HEARING MzcHANISM 
, The hearing mechanism has three familiar parts, — the outer, middle and 
inner ear chambers, 
The outer ear consists of the 


to the membrane called the eardrum; 
of sounds. It is considerabl 


uter ear leaves off, with the eardrum. 
: y containing three tiny bones, — the 
, the incus and the Stapes, — and the Eustachian tube; it functions 
ng and sound transmitting system. 

es hollowed out in the temporal bone 


he complete collecting, 
atus of the ear is unbelievab 
ceiving an air pressure way, 
vibration and finally 


transmitting, analyzing and interpreting appar- 
ly minute and complicated. It is capable of re- 
gh e Eie it first into a solid, then into fluid 
an electrical impulse in 1/100th of a second! A 
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vibration in the air, an undulating condensation and rarefaction of air par- 
ticles, hits the ear drum with enough force to set it in identical vibratory 
movement. The ear drum then activates the first of the three tiny bones 
(the malleus) attached to it. The malleus, in turn, passes the vibration 
along the chain of the incus and stapes bones, increasing the loudness of 
the sound in the process. The stapes, ‘pumping’ back and forth in vibratory 
motion in the oval window of the cochlea, causes the fluid in the cochlea to 
move at the same speed and in the same pattern. The fluid movement is 
analyzed by some 20,000 hair like nerve endings immersed in the liquid. 
A particular group of these nerve endings responsible for the specific pitch 
corresponding to the sound picks up the sound, converts it into an electrical 
impulse, and sends it along the eighth nerve to the brain for interpretation. 
Any breakdown in this transmission process, from the wooden bead a child 
pokes in his ear to a blood clot the size of a pinhead in the cochlea, can 
result in loss of hearing. 


Mznicar ScigNcE AND DEAFNESS 


Deafness is typed by the doctors according to the part of the mechanism 
involved. Conduction deafness means that the outer and middle ears are 
not functioning normally, whereas perceptive deafness indicates that the 
cochlear section is at fault. A diagnosis of central deafness is made when 
the pathology is in the brain itself. 

Typical cases of conduction deafness occur when the external ear and 
canal are congenitally defective and the inner ear relatively intact (more 
often than not however, the inner ear is incompletely developed and its 
function reduced). Also, tumors or hardened, impacted wax in the ear 
canal prevents the normal movement of the air pressure wave and causes 
conduction type deafness. Abscesses in the middle ear leave torn, scarred or 
inelastic drum membranes, stiff joints in ossicular chain, and conduction 
deafness in their wake. Included as a cause of this type of deafness is a 
disease called otosclerosis, in which the last bone in the chain, the stapes, 
normally free to push the sound wave along into the oval window of the 
cochlea, becomes immobilized and fails to transmit the sound to the cochlea. 

Perceptive or nerve deafness is a general term used to describe a loss of 
hearing resulting from damage to the fragile nerve of hearing housed in the 
cochlea. Blood-carried virus diseases like mumps, and infectious diseases 
like meningitis, some drugs, the Rh factor and birth trauma all can cause 
nerve deafness. 

Still other forms of nerve type impairment are found in children whose 
mothers had German measles early in pregnancy. Some congenital nerve 
deafness occurs when a defective inner ear is inherited. External factors 
like explosions and continuous exposure to loud noises are common causes 
of nerve deafness. When concussions, fractures, hemorrhages and tumors 
cause damage to the receptive area of the brain, central deafness occurs. 

Under severe emotional stress, hysterical deafness of psychogenic origin 
develops. Usually difficult to diagnose and treat medically, it poses a prob- 
lem of equal difficulty in aural rehabilitation because the individual func- 
tions as a real hard of hearing person. Quite different in origin, treatment, 
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and prognosis, and not to be confused with hysterical deafness, are the 
malingerers, who feign deafness to collect money in compensation cases. 

Otology joined the ranks of medical specialties about 75 years ago. Before 
that the doctors were not specially interested in the tiny, inaccessible and 
complicated hearing mechanism or the diseases that affect its successful 
functioning. Since its elevation to a specialty, otology has produced dis- 
appointingly few cures for deafness. Within the last few years an oper- 
ation called fenestration- has been perfected; although not a cure for the 
disease known as otosclerosis, it offers some help to ‘suitable’ cases. Anti- 
biotics which are effective against infections throughout the body have been 
of considerable help in treating the middle ear infections responsible for 
perhaps 5096 of acquired deafness. These drugs are credited with control 
of meningitis, so that total deafness is no longer an inevitable result of that 
disease. Radium or x-ray is often used to reduce the size of adenoids around 
the Eustachian tube, and the removal of diseased or enlarged tonsils and 
adenoids is often a helpful measure in other conduction cases. The best 
and only ‘treatment’ for most nerve deafness seems to be in preventive 
measures. 

Otologists have entered the public education field and are now waging 
early detection of hearing loss and adequate medical care of the beginning 
stages of deafness. In cooperation with safety engineers, they are studyin| 
the industrial noise problems that often result in handicapping deafness e 
costly lawsuits. In addition, they are becoming cognizant of their responsi- 
bility in the education and rehabilitation of the individuals they cannot 
cure. 


THE IDEAL PROGRAM For PREVENTION OF DEAFNESS 
AND CONSERVATION OF HEARING 


is one in which the prevention of deafness and the rehabilitation of the 
deafened beco 


cies. Plans for preventin 


UY dide sine nding of the problems of deafness and the acceptance 
The conservation of 


ate responsibilities of each gro 
in the interest of the individual, ie 
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authorities are logically held responsible for periodic hearing tests of school 
age children. Family physicians and health departments in industry will 
assume authority for adult hearing tests as a part of the routine health and 
pre-employment examinations. 

Much of society's apathy in dealing with the education of the hard of 
hearing is eliminated when the hearing status is accurately defined. Only 
then is it possible to bring the individual into true focus and to design and 
administer a wise program of basic education and special education or re- 
habilitation to meet the individual's specific needs. In this light, 9096 of 
the educational requirements are usually found to be common to all persons; 
the remaining 1096 can be met by special training in one or more of the 
communication skills. 

Although the special skills training may take up only 10% of the pro- 
gram's time, this phase of the total education or rehabilitation may well prove 
to be the pence by which the pound of education will take care of itself. 
Without the special compensations, a child will fail to profit by the school 
program, or an adult will fail to find or hold a job. 

"Toddlers, school age children, and the young, middle aged and elderly 
adults will usually benefit from some training in lipreading and auditory 
comprehension; many of these will also require help in speech development 
correction or retention and the use of a hearing aid. 

Some authorities like to call the special skills training 'education', and 
others prefer the term, ‘auditory rehabilitation.’ Still other specialists like 
to use the terms more selectively, reserving the latter for adults in whom a 
newly acquired or deteriorating functional loss of hearing necessitates a re- 
adjustment and realignment of the preceptive factors of communication. 
Compensatory education is then used to designate the original learning 
processes in children whereby a basic education and lipreading, hearing and 
speech are knit into a careful and complete plan of preparation for life in a 
hearing world. Redoing, or rehabilitation, should not be necessary for 
those who grow up hard of hearing if enough compensatory education of the 
right kind is provided at the right time. 

It may sound trite, but it is true to say that communication skills can be 
and are taught to all people everywhere, — wherever people speak. and by 
all persons who speak. This fact is the primary reason for a growing con- 
viction among educators that a normally hearing environment provides the 
best possible training ground for the hard of hearing of all ages. The im- 
provement of hearing aids and their more widespread acceptance, and the 
noticeable increase in training facilities for speech and hearing teachers 
should make a public education program for the hard of hearing feasible 
and available in the not too distant future. This philosophy is carried into 
practise for auditory rehabilitation of adults much more universally than it 
is for children. Since the two problems are so different, they should not be 
considered separately. 


Tue PnEScHoor Cun» 


Pre-school children who are hard of hearing are often neglected because 
their parents and their doctors still hold to the belief that a child will grow 
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out of a hearing loss as inevitably as he grows out of his shoes. Other 
h k a specialist’s help for little hard of hearing children find 
parents who see pec: e ing ci 
that there are few facilities for the educational care their children need, 
Unknown to many such parents are the correspondence courses for mothers, 
summer institutes, hearing and speech clinics in hospitals, universities and 
social service agencies. All these organizations are doing an excellent pilot 
job of hearing aid fitting and educational follow up. Parent training is given 
top priority in most of their programs. 

Most mothers, with the guidance of a specialist teacher, are willing, able, 
and available to do the major portion of basic speech and hearing language 
teaching of their hard of hearing small fry. In most centers the mothers 
listen in, if not sit in, on the speech, lipreading, and auditory comprehension 
lessons given to their youngsters, and carry on at home along the same lines. 
When the parents themselves are deaf according to the definition at the 
beginning of this chapter, a relative, friend or nursery school teacher often 

i provides the necessary opportunity for a constant practice of skills outside 
the center. 

The cost of the long-term service on a private basis is prohibitive to many 
parents. In some states, the Department of Health supplies the therapy, 
but in too many cases youngsters are not given the running start of pre- 
school service because public facilities are not ready to provide it and parents 
cannot afford it. 

The aim of this service for pre-schoolers is accomplished when the young- 
ster's ability to speak and hear makes him acceptable in his neighborhood 
school. | He will probably be the only member of the button club in his 
class, his speech and language may not be “average” and his distance hearing 
may be sharply reduced, but in all other respects he is a typical kindergartner. 
Once he enters school a shift of direct responsibility for the total education 
Program occurs. As the greater Proportion of the actual teaching becomes 


a school function, the parents’ role shifts from that of stellar attraction to 
supporting cast. 


Tue Scnoor Ace Crip 

Children with hearing im 
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There are too few teachers everywhere, including speech and hearing 
specialists. There is no extra local money available for increased service to 
a minority group such as the hard of hearing. Many states have not amended 
their laws to support a new program and continue to budget $1500-$2000 a 
year for a hard of hearing child in a school for the deaf, yet fail to allocate 
a penny extra to a local school district that takes over the total education of 
the same child at a fourth to a third that cost. 

In spite of these difficulties, schools are beginning to realize that providing 
equal opportunity for all children does not imply that all children are pre- 
cisely the same; instead, it suggests the need of curriculum adaptation to the 
child's need to achieve his goal. Well trained teachers of speech and hear- 
ing skills are beginning to be available, public understanding and acceptance 
are growing, and antiquated laws are being revised as the program gains 
momentum. In ten years more perhaps it will roll on its own. 


Tue ADULT EDUCATION PROGRAM 


The need for manpower to keep industry moving when the ‘able bodied’ 
were at war gave impetus to the employment of the hard of hearing adult in 
both World Wars. Programs of auditory rehabilitation for hearing casual- 
ties of both wars, developed by the armed services are now used as models 
by state vocational rehabilitation agencies. These services, augmented by 
those established forty-five years ago by Societies for the Hard of Hearing, 
aim to meet the needs of the adult hard of hearing population today. The 
services of university and hospital hearing and speech clinics are ayailable 
on a private basis in some localities to those who can pay the fees. Some 
of the larger cities also have public adult education classes in speech and 
hearing skills for the hard of hearing. 

In addition to compensatory skills training, many adult hard of hearing 
require help in re-establishing themselves in the employment world. The 
U. S. Employment Service has a special division for handicapped persons 
where the hard of hearing can be given the understanding service they re 
quire. Social agencies, like the New York League for. the Hard of Hearing 
have similar services for adults. State departments of education offering re- 
training to physically handicapped persons include the compensatory skills 
for hard of hearing clients. The aim of the total program for adults is to 
help each man or woman become personally, socially, and economically 


secure in the hearing world. 


LieREADING 


Lipreadi h reading (the two terms are synonymous). has been 
ipreading or speech reading m 


defined as the art and skill of understanding speech by wate 
ments of a speakers mouth. It is used in some degree as a supplement and 
complement to incomplete hearing of speech by most persons, even the 
normally hearing who find that they often hear better in the subway, for 
example, when they can see the speaker's lips. People who mutter through 
slit lips are hard for everyone to hear because the eye hasn t the ghost of a 
chance to help the ear. Television is easier to hear than radio for the same 
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reason. In short, two senses are better than one. The profoundly hard of 

hearing find in lipreading their only means of understanding speech, The 

slightly hard of hearing and those who won't admit 

ing usually attempt lipreading to compensate for the loss of hearing. 
Youngsters who have congenital hearing impairments use lipreading as 


Lipreading is not an infallible substitute for hearing. In fact, some skep- 
tics say it is impossible, — just black magic or shrewd guessing. There are 
times when it’s pretty hard to prove that lipreading has any value, P. 
who talk without visible movement of the lips, like ventriloquists, for ex- 
ample, make a travesty of lipreading. Other complications shutter out un- 
derstanding. For instance, one can only lipread what he knows; he can't 
understand the sentence "Sally lives in a thatched hut on the Congo" if he 


It is unfortunately true that many sounds of speech look the same, Me 
M, sound very different, but if there are no sound clues, the wee 
reader gives to these three identically seen statements ci al dec 
the baby" and "Pete, the baby" will depend upon ee he tios 
Lipreaders are also trapped by sounds which are downrig t pie mess 
60-70% of them are really visible. The phonemes k" an At be 
the pigin-a-poke sounds a lipreader buys sight eu : pee tdi 
reader must find the meaning of a sentence like, $ FER 
the situation because he will not see it in the speaker's eel helpful o 

In spite of all its limitations, however, lipreading is a a 
the hearing handicapped, and its systematic teaching is a legi 
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more quickly than men, and the easy-going individual climbs higher on the 
success scale than the perfectionist. 

‘The American Medical Association recommends that lipreading be offered 
to all school children whose irreversible hearing loss averages 20 db or more 
in the better ear. Rehabilitation agencies, which often take up where scho l 
ered to offer lipreading lessons to persons whose bi- 


leaves off, are empowt 
lateral loss exceeds 30 db. The wider use of hearing aids has not changed 
the need of mens but has changed its focus. Lipreading is now more 


often needed as an adjunct to hearing, while in the past it was more often a 
skill. Wherever it is placed in the curriculum, and whatever it 
is called, lipreading remains a basic tool in the communicative process for 


all hard of hearing persons. 


Auprrory COMPREHENSION 


The literature describing the education of both the deaf and the hard of 
hearing contains many references to acoustic training, ear training, residual 
hearing E auditory training, and auditory comprehension. ‘These 
terms, at the time of their use, were meant to indicate a systematic plan for 
x Ced art of listening to its highest functioning level. Assuming 

sounds to a defective ear are faint, distorted, or both, the listener must 
learn to pay attention to the sound and to discriminate and associate those 
such as they are, with meaning. This is the ai audis s 
Ear s e aim of auditory com 
prehensi ry comprehension will not halt auditory dy 
] IPIS si im ^ à auditory dysfunction, or 
y improve the function of hearing. N ini 
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present an entirely different er te Ms uei. e E 
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Pe geri eir reaped comprehension, lessons can be designed to recall 
} o immediate use something already le: earning 
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she starts again, she may type slowly in comparison to her years. When 
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SPEECH ron THE Harp or HEARING 


Speech for the hard of hearing divides itself into three categories based 
upon the age of the individual, the amount of language and speech de- 
and quality 


veloped before the hearing loss was acquired, and the quantity 
lly hard of hearing 


aspects of the hearing loss. For very young congenita 
youngsters, speech is an element and developmental process which begins 
when the child associates a word (example) which he hears and lip 

with the actual object. The child experiments imitatively with the lip move 
ment and the sound of the word until he actually says the word “ball.” 
Many repetitions, reinforced by association are required before memory 


takes over and the child says "ball" when he sees one, the word ball is con- 
sidered part of the child's vocabulary when he uses the word meaningf! 
thout specific, systematic 


and freely to get a ball when he wants one. Wi 
instruction many young hard of hearing children cannot make the Hercu- 
h and language. The importance 
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the general Public, expectin i 
pointment by the less ‘than weh id y 
Too oftert a relative, employer, or i 
unfairly without knowing the facts. They say, "Jack's h 
good" or "He's a fog] not to wear an aid. (y yI tig 
half as deaf as Jack and he hears perfectly with his MEX T 
three statements may be perfectly true, yet it may fai] to lai M 
hearing. aid doesn't help Jack. Many reasons can be found f 1 W S 
culty. The quality as well as the quantity of hearing loss ae 
trouble, or the aid itself may be responsible for the Bek results, Th 
and others, should be discussed with an expert before judg ue 
nounced on Jack, E 
Today's electronic hearing aid is a complete radio broadcasting and re 
ceiving set powered by a 1.25 to a 3.75 volt battery. Technological advances 
in the radio and television industry, printed circuits and transistors particu- 
larly, have made it possible to compress the microphone, amplify circuit, 


circuits can be made to provide variation in pitch and loudness values to fit 
à variety of individual needs. Bone and air conduction receivers are among 
the adaptations that can be made. 

The process of fitting an aid is often a tricky one. Instruments can 
measure what a hearing aid can do, but there are no machines to measure 
the all important factor of what an individual can do with a given aid, This 
subjective, psycho-physical response defies measure and complicates hearing 
aid evaluation. Many hospital and university hearing and speech centers 
and recognized social agencies offer help in the selection of a hearing aid. 
If this service is unavailable, a hard of hearing person can try different makes 
of hearing aids himself. He will do well to buy the aid that provides the 
most intelligible speech, a pleasant tone, and good service. j 

The fitting of héaring aids for very young children presents a problem 
that is about one-fourth child and three-fourths parent. Since these young: 
sters often do not have enough speech and auditory comprehension to help 
in judging their responses, their aids should be fitted by ape a 
aids are now safely being fitted to toddlers and runabouts in the ope 
early amplification will spark the speech and language function 
normal development. 1 

About 7596 of the hearing handicapped can derive some help Ee BÉ 
ing aids. In general, aids are more bother than help to persons us lont 
ed in the 25-30 db range. At the other extreme are those Mcr 
exceed 85-90 db, who may be happier but not us eius Meri 
with an aid; the rhythms of speech give them a feeling 
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E D olei of occupation and guidance techniques ae 
be supplemented by an equally sound knowledge and understanding of a 
ear conditions, hearing itself, and the hearing hazards in all types of occu 
pations. "The conservation of the client's hearing is as much a part of the 
counéellors responsibility as finding the right vocation. For example, a 
counsellor who cannot artfully direct a client, deafened by acoustic trauma, 
a oe riveting might truthfully be directing him to a suitable vocation 
total deafness as well. 
sellors of the hard of hearing know that some hearing loss is to be 
M as a part of the aging process for everyone, including their clients 
“, 


natural” loss, superimposed upon the initial impairment, frames a 
realistic vocational plan for hard of hearing persons. 
Guidance counsellors find their work with the hard of hearing divided 
into two categories; 


the youngster who wants to know what he can do suc 
lly in spite of a hearing loss, and the older worker who must find a 
g loss is not so great a handicap. 

nselling realistic and complete evaluation of 
the individual's personal, mental, physical and emotional assets and liabili 
he aptitudes and attitudes, and community opportunities for employ- 
ce | matched cases are presented to 
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DATA 


PERSONAL 


INTELLIGENCE 


EDUCATION 


PERSONALITY 


PHYSICAL 


HEARING 


AUDITORY 
COMPREHENSION 


17 years old, high 
School senior who 
knows — successful 
hard of hearing 
nurse and wants to 
follow in her foot- 
steps, 


127 LQ. 


To graduate from 
high school next 
month. Honor stu- 
dent, is candidate 
for biology and 
Latin honor awards. 
Has taken nursing 
aptitude test and 
scored high. 


Likes and is liked 
by people, has var- 
iety of all interests, 
cultural and social, 
especially likes 
dancing. 


Health excellent, vi- 
gorous and strong- 
no major illnesses. 


Congenital loss 
noticed at 10 
months of age. 
Diagnosed as her- 
editary nerve deaf- 
ness. osis: sta- 


tionary. 
loss: class E. No re- 
cruitment problem. 


Lipreading excel- 
lent. Has had train- 
ing since she was 
2. Speech and voice 


becomes too loud 
under stress now 
and then. Has worn 
aid for 1l years 
understands most 
speech within dis- 
tance limitation: not 
comfortable or con- 
fident in situations 
precluding visual 
clues. 


Realistic except in 
relation to vocation- 
al choice. Here she 
relies upon cliches 
that she can do 
what others have 
done. 


ATTITUDE TOWARD 
HANDICAP 


GUIDANCE PLAN Arrange opportunity 
for observation of 
nurse’s duties re- 
quiring more per- 
fect hearing so 
client can see for 
herself that voca- 
tional goal is not 
realistic. 


GUIDANCE PLAN 17 years old. Ex- 


plore other occupa- 
tions using her fav- 
orite subject, bi- 
ology, and her 
strong desire to 
work in the medical 
) field as base. 


FUTURE 


College entrance 
facilitated. Plan for 
periodic check to 
keep communica- 
tion skills up to 
maximum function- 
ing level. 


In Jm two cases the counsellor 

m, pne she could and wanted to do. 

l : ien the job was analyzed 
"iud immediate and future 


in terms of her disabili 


excellent except for 
no specific training. 
Has worn aid for 6 
years - can under 
stand speech and 
discriminate all 
sounds within 
limited distance 
with comfort and 
confidence in her 
hearing. 


Realistic and accept 
ing of present loss 
and very possibly 
greater loss in fu 
ture. 


Make use of past 
training if possible. 
Explore other areas 
of nursing less de- 
manding of hearing 
in hope of position 
in nursing field that 
will be posible in 
event hearing grows 
worse. 


32 year old widow. 
Conference with 
nursing personnel 
service in hospital 
resulted in transfer 
of client to super- 
visor of central sur- 
gical supply room 
without loss of pay. 


Suggest plan for lip- 
reading study to 
supplement hearing 
as way of easing 
present strain and 
as insurance for fu- 
ture. 


ty, the hearing 
th the abilities 
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Many of the employment fai] 

Many ures am a 
avoided when the counsellor is able to moe hs M 

Prepared to do better work on the job than his 
E A typist, for example, must have the highest d 
skill to offer her employer to compensate him for her inability to p 


cation of hearing impairment and including medical, educational and re- 
habilitative measures, job counselling and employment acceptance 

require a small capital outlay. It would pay big dividends in money 
human welfare. Perhaps some day society will realize that it costs far 


to keep a worker fit for, and on, a job than it does to support him wl 
is out of one. ET 


Summary 


This chapter is concerned with the factors involved in unde 
the sixteen million people in the United States who are hard of 
Programs of deafness prevention and conservation of hearing, com 
and basic educational skills are briefly discussed in relation to the 
development of the individual as a social being. 

It is urged that public education accept its responsibility for providing 
hard of hearing children with both basic and compensatory education 
skills in the regular school. Additional tax money will be req 
this program in some areas and some change in the distribution of 
others. Teacher training programs are an important part of this p 
The acceptance and integration of individuals of all ages, who are hai 
hearing, in a normally hearing society is desirable and possible. 


io Aw mA 
"ENTE I 


PLAY THERAPY FOR THE HARD OF HEARING" 


| NED RUSSELL 


For a number of years psychologists have emphasized that the abnormal 


j and maladjusted behavior of humans represents disturbances of an emo 
tional character. Instead of emphasizing the intellectual aspect of mental 
l disease, psychologists have concentrated their studies upon emotional con 


flicts, It was quite common, much earlier in this century, to refer to mental 
disease as “loss of mind.” Our more recent investigations have led us to 
the discovery that mental disease ordinarily represents a severe conflict or 
disturbance of an emotional nature. 


Clinical workers in the field of psychology have developed a number of 
therapeutic techniques with children which aim to aid these children in 
overcoming the frustrations, tensions, and fears which may have developed 
in their lives. Some of these techniques involve music therapy, others in- 

the use of art as therapy, still others employ variations of free play as a 
tic technique. ; 

It is evident that clinical workers in recent years have 
fecognition of the role of emotional disturbances in exceptional children. It 
is also true that various therapeutic techniques have been attempted with 

exceptional children who are greatly disturbed. 

At the College of the Pacific, 

effort has been made to 


shown a greater 


r ion has been employed. For ; > 
years many disturbed children in the speech diie. sow bae ein 


to the play therapy clinic at the colle T 
i Th je i : 
| some post-polio Cases, stutterers, and the hard of ining te en cid 


“Reprinted from 
eld Sd News. Used by special permission of The 


Ameri i 
ussell, Psychology Department, College of the Pacific. RN 
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program is operated, 

Ordinarily the child spen : A 
ploring the play room. d Puer. Y ES i pee 
the beginning Stage, it is quite colin E che child «ote E 
à positive relationship to the therapist. This is often Dina for 
polite actions on the part of the child. This behavi has bee pii 
times by patients who have the reputation of bei ver ad Md Dv 
to get along with. 1ng Very aggressive and hard 
wos dre aah ee i Henn ie 
keep pretty much to himself S = ee is therapist and may therefore 
room and keep their backs © eth : ich po bredi noe nae rr 
behavior is a testi f he f lon He REAA E ao e 

5 sung of the freedom of the situation. The client needs to 
assure himself that the hour of play is truly his own and that in it he may 
do as he pleases, 

This negative phase very often will develop into open aggressiveness, 
Violent actions which include the counselor may occur. The client not 
only takes out his aggression on objects in the play room or on imaginative 
characters but he is quite apt to make unusual demands on the counselor, 
He may threaten the counselor in various ways. He may even desire to tie 
him up or hit him. Ultimately the client discovers that the counselor has 
the deep understanding of his need to express these aggressions. The client 
will then find that he can share all phases of these reactions with his coun- 
selor. This is described as a period of catharsis. 

Lastly, there will be an exploration of new personal relationships with the 
counselor. This correspends to the development in adults of insight and of 
the trial of new behavior patterns. In children, this is evidenced more in 
actions than in words. There may be, however, definite verbal signs, such 
as the growth of the “we” concept. The client will have foun fe more 
harmonious working relationship with his counselor and he will often re- 
port, “We surely had a good time, today, didn’t we? 


Harp or Hearrc ın Pray Room 
ent, have 


Many hard of hearing children, referred by the Sprech Ded E 


shown rather severe problem behavior just prior to 

of " were discipline problems in the dormitory or in the classroom, Sev 

showed marked aggressiveness toward other children. id Es 
Some of these cases were able to work out much of ‘i er j 

havior in the play room. These clients bei exe. d ke 

ness toward the dolls and struck or pounded o m He ong pee 


When an outlet was provided in the play room m A P AOAR 


dormitory usually showed a lessening of tensione aa ay hean 
cases, however, continued to build up tension 


PLAY THERAPY FOR HARD OF HEARING 


sessions. The clinic usually provides two play therapy sessions per client 
each week. It should be mentioned that a number of the hard of hearing 
cases failed to show a permanent change of attitudes during the brief period 
of the summer session. 
The number of hard of hearing cases has been too few 
izations regarding the value of the play therapy program. 
iences continue, it is hoped that eventually enough data w ill be gained 


so that some useful deductions may be made concerning this therapeutic 
technique. 


to permit many 
As our 


Sprecn Cases BENEFITED 


Client-centered therapy has been very successful in a number of 
y a cases 
referred by the speech clinic. Perhaps the most unusual case is that of a 
gil of sixteen years who had been stuttering severely for a long period of 
fam been observed and- then aided by a speech teacher in the 
schools. ij e also had considerable training at the College of the Pacifc 
summer ak imer to her referral to client-centered therapy. Perhaps some 
P ood bs ain the "ipie program, but she continued to 
aulty speech habits. 
In interview therapy this girl mad i i 
e SP girl made rapid strides. She was able to un 
pug a period of a few weeks many sources of her fears i 
BEEN emotional level enabled È ears and anxieties. 
attitudes on basic issues in her life j It Er i UE ile o Mr 
ERI duin d. 3 i was noted that her stuttering de 
D dE counsel: E : tering de 
side Bess s Te sessions. Improvement in her speech out 
up after an interval of fit Pu ogee insight. This case was followed 
BEI enero alo had eh s. e girl's speech was much improved 
Eno ad changed for the better. 
unseli, is case was gi b 
dotes given by a person wh tly he 
n fed um CASA was able to Md M - z 
1 "a ersta d 
struggled seemed to onu fd grasp the personal problems with which 
um for herself. y important to her success in finding a new 
imilar Success 
l was noted i; 
d or toes oer Fe prar who 
Lr W ri 
ien successful Souielors js e id psychology clinic pro 
f aO { e j H 
have rection. It is a distinct clinical boisson = an 
rstandin of cw t pica 
sential A thi : clients’ inner 
e success of this 


were helped by play 


In the operat 
2a operation of the two clinics, 


the i 
bes Speech correction clinic and the 
risen. There have been tim s 
ies 
e fact that he or she was 
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It seems quite evident that, with the hard of hearing 
lems produce a notable barrier in the play therapy p 
children are concemed. It is likely, too, that the su 
proved a sufficiently long period in which to deal 
deep-seated problems of hard of hearing children. It i 
future a longer period of time may be provided for these cl 


| ENDED STANDARDS FOR AUDIOLOGY 


ards were developed with the intent that they might be used 
those hospitals which are interested in developing Audiology 
though the recommended standards relate to the care of chil- 
th who have or are suspected of having hearing impairment, 
intended that the Audiology Centers limit themselves to the care 
and youth only. 

e development of the standards by the Advisory Committee, the 
e was of the firm opinion that, because of the many professional 
necessary for the total management of the child, the “team 
s necessary; in other words, all of the professional personnel 
ust be brought together and work together on a unified basis. 


consultation staff of the Bureau for Handicapped Children is avail- 
assist any hospital in any way possible in developing an Audiology 


Functions or an Auprorocy CENTER 


To ee the education of the community regarding the prevention 
ting by understanding the causes of hearing problems and the 
detection, treatment, training and rehabilitation. 
Provide services in which children and 

: n youth who hav 
of having defective hearing can be examined, Aigai A 


de services for children and you 
^ th wh i 
instruction, and/or the use iba pai Por "m 


Health, of the Bureau for Handicapped Children, New York City 
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RECOMMENDED PERSONNEL FOR AN AuDIOLOGY CENTER 
A. Director or Coordinator 


The director or coordinator of an audito center sho 
be full time. Such a person would be the pue 
and would be responsible for the maintenance of a high quality of 
service and for the coordination of the work of each member of the 
staff of the Center. The director or coordinator should be a physician 
preferably an otolaryngologist, or an audiologist. [ 


B. Medical Staff 
l. Otologist 
It is recommended that an Audiology Center have on its staff one 
or more qualified otologists for the complete otological evaluation of 
pauents, The total number of otologists provided will depend upon 


the case load served by the Center. 


Pediatrician 
It is recommended that an Audiology Center have on its staff 
one or more qualified pediatricians for the complete pediatric evalu- 
ation of children and youth. The total number of pediatricians pro- 
vided will depend upon the case load of children and youth served 
by the Center. 
. Consultation Services A 
It is recommended that the Audiology Center provide the. services 
of medical consultants for those patients who may from time to d 
require such services. Such consultation services sou be. 
qualified medical specialists in the fields of nelle ks y 
orthopedic surgery, plastic surgery, psychiatry, etc. Suc! yu n 
should be easily and readily available to the staff of the Au s gy 
Center as indicated to meet the needs of the individual patient. 


w 


C. Non Medical Professional Staff 
- : f 
It is recommended that the non-medical poles staff of th 
Audiology Center consist of the following personnel: 
1. Audiologists E re. 
Each Audiology Center should have a minimum of two fi 
qualified audiologists. 
2. Audiometer Technicians M pe. 
Each Audiology Center should have a minimum of two au 
technicians. 
3. Speech Therapists 
Each Audiology Center shou 
speech therapists. 
4. Hearing Therapists "uM qualified 


zach Audiology Center should vo ae 
Nurs emer one of whom should have had experi 


education of the deaf. 


ld have a minimum of two qualified 


STANDARDS FOR AUDIOLOGY CENTERS 


: Lit i f a qualified 
i Center should have the services of a qué 
B oar ts one trained in the feld of the educa 


tion of the handicapped child. 
6. Social Worker f l 
Each Audiology Center should have the services of at least one 
full-time qualified social worker. 
7. Nurse 
Each Audiology Center should have the se 
professional nurse. 
8. Electronics Technician (Audio) 
Each Audiology Center should have available the services of an 
electronics technician (audio). 
9, X-ray Facilities 
The Audiology Center should have available to it the facilities 
and services of an X-ray Department, equipped and staffed for 
diagnosis and therapy. 
D. Other Personnel 
Each Audiology Center should have at least one full-time secretary, 
and a typist-receptionist. 


rvices of a registered 


REcoMMENDED Puysicat Serur oF AN AupioLocy CENTER 


Lama should be located in a quiet section of the hospital, away from 
any heavy machinery, main plumbings, etc. 
A. Provision of an Integrated Unit 
p Eel that the facilities and services for the diagnosis, 
EN a E ren training, and rehabilitation. of children and 
vh 3 ave, or are suspected of having, hearing impairment, be 
pona m an integrated unit within hospital which can furnish the 
ultative services recommended herein. l l 
B. Space Recommended 


In order i 
dad ER resa te necessary facilities, it is recommended 
e of space be provided within the Audiology 


C pen for Sound Absorption 
t is recommended that th i 
Sound absorption and Eus. ^in 
D. Rooms Necessary 


l. Recepti iti 
2 ption area and waiting space (30' x 20’) 


ce for director or coordi 
€ inat : i 
> vm ki social worker (10' # 105^ ES 
| "den or Psychologist (10' x 10’) 
yroom — adequately equipped (20' x 20) 


diology Center be treated for 
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6. Audiometric Testing Rooms (two) — Thorough: 


absorption and transmissi f 
level of not more than 30 de m 100! should | 
no windows and special on x bres Ts 2 
treated) is desirable. G' x 10’) ) i: Moning 
Auditory Training Rooms (two) — one room should 
individual training); the other room large (for gro 
(10° x 20’ and 10' x 10^). E) 
8. Speech Therapy Rooms (two) — one room should 
individual training); the other room large (for 
rooms should have running water. (10! x 20’ anl 10’ Xs 
9. Office for General Personnel — This room should be 
record keeping, staff conferences, and record filing. C10 x 2 
10. Medical Examination Rooms — The number of rooms | 
will depend on the case load of patients served by the cent 
the number of otologists and pediatricians assigned to the | 
accord with the above recommended physician-patient 
room should have running water and suction. 
11. The Sound Proofed Section 
à. Testing Suites — There should be two 2-room esti 
Each suite should consist of a test room for the pati 
control room for the technician. (30' x 15‘) 
b. Audiometric Testing Rooms — Two. 
€. Storage space — for hearing aids. í 
12. Ear Mold Laboratory — This room should have ; 
iri At least 1 large cl 
13. Storage Space — At least 1 large closet. Eum 
14. Coena Workshop — This may be a part of the. 
ment repair shop of the hospital. 


m 


RecomMenvep Minimum EQUIPMENT FOR AN Auprotocr. à 


A. For Basic Audiometric Testing Rooms 
l. Basic two-channel audiometer in each room 


B. For Auditory Training Rooms 
1, For each room:— 4 
One auditory training unit group equipment for large 
vidual equipment for small room ; 
One mirror 
2. One motion picture projector 


C. For Speech Therapy Rooms 
]. For each room: 
One full length mirror 
(See VI-F) 
One relaxation table 
One orthopedic chair 
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2. One Tape recorder. 
D. For the Sound Proofed Section 
|. For Each Two-room Testing Suite: 
' a One hearing evaluation assembly: 
1) Two channel units — one for spe = 
2) Outputs through any combination of eac 
through speaker, for one or both channels. rope 
3) There should be a maximum output of 100 decibels « 
through phones, and of 85 decibels for speaker. 


h Advanced Audiometric Testing Room — — -" 
4 Edad pure tone audiometer (advanced clinical audiomete: 


E. For Ear Mold Laboratory 
Cabinets 
Sink with running water 


F. General 
Table model hearing aids should be provided in each room of the 
Center except for the audiometric testing rooms and auditory training 
rooms. 


ech, one for noise. 
phones and or 


Genera Po icirs 
The following recommendations are made as desirable general policies 


A. Each patient seen in the center should have audiometric testing with 
an individual pure-tone audiometer. 


B. If any patient shows, on the basis of the audiometric test, a Joss of 20 
decibels or more in any two frequencies, in either ear, the patient would 


1. Receive a complete evaluation by the Center otologist. 

2. Receive a complete evaluation by the Center pediatrician unless a 
tecent pediatric evaluation report is sent to the Center. 

3. pe a complete pure-tone and speech audiometric evaluation 
C reshold and supra threshold) by one of the Center's audiol: 

4. Receive a speech evaluation. 

5. Receive à psychological evaluation, if indicated. 

6. If indicated, the patient would be 
Specialists Cneurologist, orthodontist, 
Surgeon, psychiatrist, etc.), 

7. The findings of the 
Vp at the staff 

time a decision on th 

patient, includin Fus ould be made for each 

E ud e cal treatment, surgical treatment, and or 


8. The patient would be ee 


b 5 
made for the patient, y the social worker after the plan had 


RISES, 


seen by any of the medical 
orthopedic surgeon, plastic 
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following: 


l. Medical 
2. Non-medical 
à. Speech reading 
b. Speech therapy 
€. Auditory training 
d. Psychological guidance 
e. Selection, fitting and instruction in use of hearing aids, 
f. Parent guidance 
g- Social casework 
h. Educational referral 


D. There should be close liaison with, and referral to, the appropriate 
vocational guidance agency for those youths 14 years and over who require it, 


E. Patient-Personnel Ratios 
The case load in the Center should be limited to the number which 
the personnel can properly handle. The following patient-personnel 


ratios are recommended:— 


l. One otologist should see no more than 12 patients per 3 hour session. 
One pediatrician should see no more than 12 patients per 3 hour 
session. 

3. One audiologist should see an average of 4-6 patients per day. 3 

4. One audiometric technician should see an average of 20 patients 


per day. 
5. One speech therapist should see no more than 25 patients per day 
Cin individual and group therapy). ; 
6. One hearing therapist should see no more than 25 patients per day 


Cin individual and group therapy). 


F. Staff conferences of all the profession 
should be held periodically, preferably E 2 
should not only include a review of in ividua 
of problems in the operation of the services of the Center ani 


vances in the field. l m 
G. Complete records of patients should be maintained by the 
The Center should provide copies of the records: : 
l. Routinely to the school which the child is attending. 
2. Routinely to any referring physician. mM". 
H. Patients should be seen in the Center on an Rr je 
except in the case of an emergency. The ecd lie ien 
of followup for those patients who do not keep t p 


l nnel of the Center 

ly Bud bs M 
i but also a revi 

de nd recent ad- 


QUALIFICATIONS OF PERSONNEL m 
ificate in 
Director or Coordinator: Must have Advanced Certifi 


| ing issued by the A.S.H.A. — or equivalent. 
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i ialists 
: EU. who is a diplomate of the s 
or Sis the training and experience n 


the examination of the respective specialty board. 


iologist : Basic Certificate in 
3, mee a who meets the requirements oe sper Aran pe 
hearing which is issued by the American Speec 
ation. : 
4, Audiometer Technician 
See 3 above. 
i zs 2 » , . 
n ACH eos the certification requirements set p the 
Uae of Executives of the American Schools for the Deaf. 
| m A | 
i E E meets the requirements for the Basic Certificate 
in Speech which is issued by the American Speech and Hearing 
Association. 
7. Psychologist | 
The kriel should have a psychology department which meets 
professional standards. The person assigned to the Audiology Center 
should, in addition to his training in psychology, be well-grounded 
in the problems arising from communicative disorders. 


8. Social Service 


a. The hospital should have a social service department which meets 
professional standards*. 


b. Qualifications 
1) Case Worker 


Completion of a full graduate curriculum in social case 
work in an accredited school of social work; in addition, 
must be working under supervision of a qualified social 
Work supervisor or have worked two years in a social service 
department of acceptable standards in a medical setting under 
the supervision of a qualified supervisor. 

2) Supervisor 

Same educational re 
of 2 years’ full-time p 
a social service dep 
medical setting. 
E culi for supervision of social casework js 


or or a lone worker, the ualificati 
H " à 
should be identical to those of à supervisor. E pon 


spective specialty board 
essary for admission to 


quirements as above and a minimum 
aid supervised casework experience in 


artment of acceptable standards in a 


ent of standards may be found in a “Sta 
tem f 
Worst tes Departments 35 set up by the American E a gs he p z 
'orkers' revised edition). See also Statement of "Perso, tome imn 


can Association of Medical Social Woron T IA c8" pamphlets 
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€. Records 


d. Statistics f 
Statistics should be kept of individual pai 
work services have been given. p 

e. Coverage 
Because of the various and complex prob 
children who have handicapping conditions, it 
social casework service be readily available to 
and their families who need and desire such 


HEARING AIDS* 


EDITH L. R. CORLISS 


Loss of hearing creates a serious problem. For most of us, the spoken 
word is our most important channel of communication. Even slight losses 
can interfere with participation in public affairs, and it does not take a very 
high degree of loss to hamper a person in conversation within a group. 

Most individuals who have difficulty in hearing speech in a group conver 
sation will find that wearing a hearing aid makes it easier for them to carry 
on their daily affairs. In addition, many people who have difficulty only 
with faint speech may be considered as “marginal” hearing aid users. These 
are the individuals whose hearing loss hinders them in public places — at lec- 
tures, meetings, and the theater. A hearing aid would be of decided as- 
sistance even to them. The instrument need not be very powerful. On the 
other hand, because persons with a slight loss can make dire 


ct comparisons 
n their unaided hearing and that with an instrument, t 


hey tend to be 


© outer to the inner ear, Each of 
t 


LI " CY 
Used by special permission of United Sta 


of Standards, and of ates Department of Co zz 
534, issued March 2, 1953. the author. Reprint National Bureau of ccm jer 
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Secti s 
oria: 4, 5, and 6 describe the important properties of hea 
ame gin dew bi them, and recommendations for 
j earing aid and to understand its limitati 
s l i its limitation 
- prie the properties of sound and hearing that inden d 
ce of hearing aids. Section 2 contains a brief sketch of this 


Some Properties oF Sounn ann HEARING 


Eo ge eie enn Feb is always some kind of energ 
pulsations of pressure in he r cold real yes » 
enter the outer ear and travel dd iat Wi puse ; 
fro motion of the d ku << pu ind 
n of the drum membrane. Attached to the inner side of tl 
dii is a ue chain of bones, so anchored that they take the 
ree flexible movement of the eardrum and convert it to small b 
motions of the fluid that fills the inner ear, or cochlea. (Cochlea 
word for "snail"; the fuid chamber in the inner ear is coiled into a 
spiral.) Within the cochlea, the fibers of the auditory nerve ; 
tacts with numerous tiny structures called hair cells. The period 
of the fluid surrounding the hair cells give rise to electrical si 
auditory nerve. The signal ultimately reaching the brain is ele 
Experiments have been made in which electrical signals app 
trodes on the head produce the sensation of hearing. The condition 
which this can be done are so special that the method is not at prese 
table for hearing aids. However, these experiments do show 
must translate sound pulses into electrical energy. On animals, 
possible to measure the electrical signals sent out by the inner 
brain when ordinary air-borne sound is applied to the ear. In t 
hearing loss called a “nerve” loss, either the inner ear mechanism | 
converts the motion of the fluid efficiently into electrical ene 
auditory nerve simply does not carry the electrical signals to th 
interesting and mystifying quality of nerve loss is that it often acts a 
a steep barrier had been placed in the path of hearing. Sound 
enough energy to override the barrier may appeat almost as 
person having a nerve loss as they do to a person with noi 


Doctors call this effect "recruitment". 

If the drum membrane or the bone: 
are unable to move the fluid in the inner ear very" prd 
impairment in hearing is called *middle-ear", or ke pee ) 
the bones in the ear do not conduct sound very well. A pe 


i ing aids. He ¢ 
y n use two alternative types of hearing J 
Laem en f an earphone, sound | 


i i i ans 0 

hearing aid that will supply, by me $ 
i aed power to his drum membrane, so that even though i 
v he inner ear is set into 


:«m is defective, the fluid in t 
cape f hearing aid by-passes the eardrum 


s in the middle ear are defecti! 
ry efficiently. The 


motion. Another type © es th pa 

moves the bones of the skull by means of a vibrator d 

conductor’. The motion of the skull induces ee ee 
tion of hearing 1s produced. 


inner ear, and the sensa see 


is employed where use of an earphone is pr 
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e are accusi omed to earing our own V! = art, at least — 
W ti d t h 'O1Ces in part. E 
throu h the bones 0! i je) d transmitted 
g! f the head. The quality of the soun pirate 
the head 1s usuall rather different from the soun! ransmittec 
through y h d t tt 


i own voices 
cordings of our | quim 
i esult, phonograph re j Se wad 
Le gaa rae Coin bh person can pma S : cornes 
n oes i the sounds of their own v A 
n ede hs e middle ear, per 
ar he | hoher or the head rather than ne th oo ae 
he " ductive” loss often have little difficulty in : 
with a "con : | 
t i i ible sound. The loud- 
"mens D dd e ya Sier epea has about 1,000, 
EE a the eeir. Bie Hint sound that can just be heard. 
T nel e. Mar emus use a scale different from that on 
Ke pus ml n ket x vilitas down. The listener does not judge 
numbers have be wn. 1 s jade 
ne Ed to be nearly a million million times as loud as the faintes 
sound he can hear. 


S * 


o 
10 LOG, x, DECIBELS 


0 
50 100  .i50 200 
X (LINEAR RATIO) 


Frovre 1, 


As the curve at the left shows, if the energy of a sound is increased, 


sensation of loudness perceived by a listener does not increase as rapidly as 
the increase in energy. 


The at the ue shows that the logarithm ofa number has much the same property. These curves 
show ‘hat the decibel scale, which is logarithmic, is directly related to loudness. The logarithmic scale is 
‘natural—as is shown by the profile of the sea shell (center). ‘The anima] must grow in such a way that it 
Am its shape, so that it continues to fit into the older part of its shell. 


Growth must therefore be distrib- 
te the size of the creature already there, the shell thus forms a logarithmic curve, 


The rate at which the sensation of loudness 


is most nearly proportional, not to the total amount added, but to the size 
of the amount added in com 


parison to the sound energy already present 

the addition was made. Everyone agrees that three violins playing 
together sound louder than one. Suppose you want to double that increase 
in loudness, It is necessary to persuade more than six violinists to pl 
unison — you need nine, each playing at the same intensity as the or 
player. Unless the solo violinist is playing very softly, 
ducing a sound several times as loud soon exceeds the 

y orchestra, 


sense of heari et ; 
reni outre follows a scale that is widespread in nature, The 


such diverse thi A - 
Spread of epidemics, and the OM in ring of bread dough, the 


© à close approximation, the j 
fatio that the so à 


Scale that deals wih dded bears to the tota] e 


r + nergy present. The 
increases proportio : ` E 
turns out to be a rath Proportional to the amount already present 


ans call it a logarithmic 


increases with sound energy 


ay in 
: iginal 
the problem of pro- 
resources of a sym- 
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scale. Loudness is the: i 
erefore nearly Proportional to the log arithn 


sound energy, and i imati 
? n estimating loudness th 
scale. The relation of this scale ^ the or unas 


rulers and yardsticks — the "Jinear" iue du. salgi 
on a graph, as in figure 1. In the koen din own by â. 
along the scale are proporti t ection, equal 
vertical directi proportional to the ordinary number scale, 
ertica’ direction, equal distances along the scale are proportior 
common logarithmic scale, which expresses the numbers in eb 
number of times (whole or fractional) that the base ber 10. 
multiplied by itself in order to give the ordinary sued Tha 
much the same profile as the loudness-energy graph, Rui 
Logarithms can be calculated for bases other than 10, and their 
ties are independent of the base chosen. Squaring the ordinary 
always doubles the logarithm, and cubing triples it. The logari 
agreees with our observation about the violinists no matter whi 
we choose for a base. However, the number 10 is most often sel 
base because it applies directly to the decimal system of ordinary 
that we use in our daily life. {a 
The roughly logarithmic relation between the loudness mn 
the sound energy is the reason that sound engineers adopt the deci 
The bel, which is equal to 10 decibels, was originally defined 
garithm to the base 10 of the ratio of the energy put out by a system. 
energy applied to its input. However, in dealing with hearing, it i 
to express the ratio of the sound energy under discussion to the sour 
at the threshold of audibility. A change of 1 decibel in sound level is al 
ty g 
the minimum difference that can be perceived by a careful listener. ^ 
amounts to a change of about 26 percent in energy. inan 
Describing hearing loss in decibels gives the ratio between the s 
that a person can hear and the normal threshold. Thus, the soun 
just be heard by a person with a 20 decibel hearing loss has 100 
energy of the sound at the threshold for a person with normal 
correspondingly, a hearing loss of 40 decibels means that the th 
energy required is 10,000 times as great as that for normal hearing. 
of degrees of hearing loss in decibels is given here: Ba 
In addition to loudness, we perceive two other properas mg 
pitch and quality. Pitch is the word used to describe how low ori 
shrill a sound is. The sensation of sound is produced in our "se by 
pulsations of pressure in the air around us. Although Ee is al vdd 
ness to some minor extent, the pitch of a sound depends primarily 


f pulsations gi 
tave in each case. The frequency range 9 A 
dy sensation extends from 30 cycles per second to about. sie 
per second. 
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Loss? 


F HEARING 
SCALE or DEGREES O A 


(Prepared by the Committee on Hearing of the Nationa 


ks 
Name Loss for speech, in decibels> Remar 
Class am 
i within normal 
A Normal Not more than 15 in worse xo €— 


T with faint speech 


as difficulty only with 
normal than 15 but not more Has 
ipe s 30 in either ear. faint speech. 


C Mild impair- More than 30 but not more Has difficulty w th normal 
T. eech but not with loud 
ment. than 45 in better ear. spe 


lty even with 
Serious im- More than 45 but not more Has difficulty 
y E. than 60 in better ear. loud speech 


E Severe impair. More than 60 but not more Can hear only amplified 


ment. than 90 in better ear. speech. 

F Profound im- More than 90 in better ear. Cannot understand even 
pairment. amplified speech. 

G Total loss of hearing in both ears. Cannot hear any sound 


(a) This scale refers solely to hearing and does not take into consideration a man's 
competence with hearing aids, lip reading (speech reading), etc. 


(b) The classes are defined by “decibels loss of hearing for speech." Until suitable 
technical facilities for direct measurement by speech audiometry are available, the loss of 
hearing for speech shall be calculated from pure-tone air-conduction measurements by 
averaging the hearing losses at 500, 1,000, and 2,000 cycles per second, or at 512, 1,024, 
and 2,048 cycles per second if the available audiometers are so calibrated. A person 
should be classified one class lower than indicated by the average value if, with an average 
loss of 10 decibels or more, his hearing loss for any one of the three frequencies is 
greater by 25 decibels (or more) than the least of his three losses. 


From the quality of their sounds 


J i » We recognize at once the difference 
a tin whistle and a flute. T 


t turns out, upon investigation, that the 
sounds of a whistle, though of the same apparent pitch as those of a flute, 
an admixture of pulsations of higher frequency than the base tone 


termines the pitch. It is the composition f this mixture that w 
recognize as the quality of the sound. i pac EEE 


There is a property related t d that i 
sideration of hearing aids. onsite 


íi the obj yu 
Bend sibus = a has a natural mode of y 


it may vibrat re 
4 system that is easily 7 © strongly in sympathy 


" Oen t at its natural 
ate! by friction, so dace e aa Sc 
uration, the system is said to be “damped.” 
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GENERAL Properties oF Hearne Ams 


A hearing aid is simply a personal Public-address system, It has 
Phone to pick up sounds, a vacuum-tube amplifier to supply ad 
energy, and an earphone to transmit sound to the ear, [ts perform 


the result of a number of factors, some of them primarily related to the e 
and the brain of the user. 


A person with impaired hearing has the right to demand from a 
aid something more than bare intelligibility, Actually, the brain is ca 
of piecing together an entire idea from mere fragments of speech 
As a result, an individual whose hearing loss is not severe can pro 
hear and understand speech with almost any hearing aid on the market 
This does not mean that he will find it effortless or pleasant. However, at 
best he can describe the hearing aid characteristics he desires only ina 
eral manner, as a pleasing or “natural” quality of the transmitted sou 
Or he may note that it is easier to hear through some hearing aids than 
through others. 


The following discussion describes some of the characteristics of a hearing - 
aid that are directly related to the “something more” in the relationship 
between the user and his hearing aid. It is only the listener himself who 
can determine which factor has the most weight in his particular case, 


The “gain” of a hearing aid is its fundamental property. Gain repi ese 
the relative increase in power that a hearing aid produces in the soumdit d 
transmits, If there is a hearing loss, only a small fraction of the sound 
signal striking the unaided ear reaches the sensory organ in the n j 
hearing aid builds up the sound energy reaching the inner ear until it idi 
auditory sensation. The gain is a numerical measure of the extent to which b 
the sound energy is built up, or "amplified." 


T : wc gh dee fe à fequi 
he gain of a hearing aid is not as a rule independent of the freq 
"ee the sound signal. However, if the instrument is s Per 
an aid, it must have a useful amount of gain for sound signals m a 
uency range important for speech. Most speech sounds occupy r 
b ; : d. Certain parts of this range 
between 150 and 6,500 cycles per secon 3 d 
particularly important for the reproduction of pec pun j| Mae 
tion of speech sounds, in frequency and sensation Clou Bel ji P 
in figure 1. No sounds necessary for underaning nm E 
frequency region ped in cycles ger. g He 

í wi suppressed by ] 
aper: dei eed part Ur thé speech frequency range. E pe 
of de ds that give speech its distinctive duc ie nd 
Ase i between 1,000 and 3,000 cycles per second. TI c dinde 
ponte side, dependent upon resonant microphone a d pe 
iene their uM were uen " oe sos WE HE 

instruments, speech can under j 
iana will not be clearly identi aceon 
The curves shown in figure 2 are acoustic P pere 
tative makes of hearing aie Mg what it would be like seth 
denagli them can be obtained by considering wha i i 
t 


he syllable chart in figure r1 d 
dditional factor involved in the p 


curves were traced over t 
jest the user is, however, an a 


of a hearing aid in service. 


FREQUENCY , CYCLES PER SECOND 


FiaumE 2. This chart shows how the sounds that make up ordinary speech are 
distributed both in frequency and in relative loudness. 


For instance, we can see that the “d” sound has important frequencies around 350 cycles (vibrations) per 
second, and also ee ford per second. Unlessa hearing aid reproduces these frequencies, the “d” 
sound will not be clearly . The height of the “d” symbols in the chart shows that they are ordinarily 

en with medium loudness compared with other consonant sounds. (Chart from Speech and Hearing, 
D EE Fletcher of Bell Telephone Laboratories. D. Van Nestrand Co., Inc., New York, N, Y. Copy: 


In general, a young or middle-aged person with the type of hearing loss 
caused by failure of normal conduction of sound to the inner e: 
good results from a hearing aid. However, 
insensitive (as it frequently does in elderly 
Persons), it may not be possible to obtain s 


ar can expect 
if the inner ear itself has become 
persons and sometimes in young 
atisfactory results from a hearing 


characteristics — eg, 


E: à s on a floor may d i 
g p Ps h some sounds ma ane res 
Tecogn h equency dis 
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04 


70 


60}— 


GAIN , O£CIBEL S 
5 


30 


© 
wo 00 1600 
, FREQUENCY, CYCLES PER SECOND 
raunt 3. These curves show the acoustic gai i 
ustic gain, or amplificati nd 
hearing aids.’ ums ae 


The instruments were of representati 
in the tidie frequency range, but Er eenia e DN. perane ba 


Another type of distortion may have serious effects upon the sound 
mitted by the hearing aid: when the incident sound level is too high | 
power handling capacity of the hearing aid, the excéss sound energy 
verted by the overloaded instrument into sounds of extraneous 
Overload distortion appears to a listener as a noisy blurring of | 
sounds. , 

Both frequencies and overload distortion in a hearing aid result fro 
compromises made in order to satisfy the demands for compacti 
economy. Some hearing aids are built with microphones and earp 
tuned to resonate in the middle of the speech frequency range. | 
done to gain battery economy at the expense of uniform amplificati 
uniform amplification over a wide frequency range is attained by 
damping the natural resonances of the microphone and receiver, 

ducing their efficiency. Speech transmitted over a resonant system. 
sound tinny, but it will probably be intelligible. 1 
In the quest for reduction in size, the "B" battery voltage has been c 
tinually decreased. When vacuum tubes are operated at lower 
they cannot handle as large a signal without overloading. If a he: 
is designed to operate on two or more “B” battery voltages, the battery 
the higher voltage is usually a i if overload digesta d 
r-handling capacity when 
phones have generally less powe. g capacity the lowered 


Overloading due to small size is most likely to qeu 5 pes 


introducing overtones in the output sound that i 
frequencies that are important for the recognition of words. A 
An ear mold that fits properly is necessary for best performance 
hearing aid. The ear mold provides a speaking tube leading 
drum of the user from the earphone, which is worn at the entrance 


e ] 
leakage. The sounc 
cs of the hearing 
loud sounds, and 


t through 


i each the microp 
be sufficient to r se on 


If it is too loose, sound energy is los 
ear. 


^o RN the hearing aid will "s 
d even squeal continuously. 


How ro Jupce a HEARING Am 


i iti he sound transmitted to a use $ 

eral way, certain qualities of t z ing is being compensate d 

2 DEI heiting af indicates ES well i d : som an 
for loss. If, without reading lips, he can kine to him, his aid provides 
in recognizing which person is Spee he other hand, he can 
ci ai nsation at low frequencies. If, on the othe ical ee 
E re. voice but cannot tell what is kae : Tow in 
not offer enough compensation at high fem — sig 
ity is intelligible but loudly spoken words are blurred a : 
vada el d at amplifications greater than those for which i : 
ing aid is being use: REG : aeea 

ional person wi ay ; É 
KR ii sds In thi case, or the distortion arises within his 
r than in the hearing aid. . f 
E ue of loud sounds may also be p bs a bee m 
in which some part is wearing out, or when the batteries — v — MS 
hearing aid that has not previously overloaded on loud sounds begins 4 
so and the insertion of new batteries does not remedy the condition, it may be 
pho» ripe with natural resonance are present, the amplification 
is much greater in the immediate neighborhood of the resonant frequencies. 
As a result, sharp sounds such as heel clicks, drum beats, or typewriter tap 
ng, acquire a musical ringing quality. Certain speech sounds will also 
affected by the resonances and will be accompanied by a ringing overtone 
in the transmitted sound. This may affect the intelligibility of the trans 
mitted speech. A hearing aid that affords uniform amplification over a wide 
comet range will transmit sharp sounds with their unmusical 
cisive character unaltered. 


A person who has unimpaired hearing can locate the direction from 
which sounds are reachin 


and in 


"Tone controls are provided on some hearing aids to enable the listener 

elf. Such controls Operate by 
2 er frequencies 9r, sometimes, at both the 
© wequency range. Sometimes they are s 
g background noise. Their use may be 


gain characteristics to suit himself, 
ng the amplification at low, 
and high extremes of th 

as à means of reducin 


ug 
indi 
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cated by the following hypothetical i 
increase the amplification but discovers that increased 
àn unpleasant reception because of noise in the higher 
by cutting the gain in this region by use of the tone cont 
to increase the volume without the higher frequencies. It should be re 
membered, however, that reducin i 

larly the higher — reduces the amount of information the user gets, 
the higher frequencies are particularly important in speech, d 

A hearing aid cannot discriminate between pleasant and unpleasant sounds, 

Over the same range of frequencies in which desired sounds occur, there 
are many irritating noises that cannot be shut out. The screeching of a 
hinge and the Scraping of a fingernail occupy the same frequency region às | 
do the consonant sounds essential for the recognition of words. Moreover, 
what may be called the "annoyance factor" of sounds is greater at higher 


by his own diminished hearing. Almost any one inured to m we 
of hearing loss may require some time to become readapted x loud sounds. 
Sensitive individuals may need several months or more to come accus- 


t 


i ery important 
high-frequency sounds. The consonant s Mex fi por ri 
in the understanding of speech, are in the ighest p: rage UN 
creased efficiency at high Acer ie pee pan i E 
card the devices used for concealmen ; inadeq Hearing M 

/ ic an an effective hearing aid worn in full view 
Th ame aeiae individual can use to ani v. i E 
hh iher he is getting the most help from his heating M E 
Tor practical method for finding out how it behaves i 


i of a 
yor lation test is based upon the idea that the primary pan 
Aa DE es communication of speech. It is pm m eek E 
hearing ai is a subject and determining how muc ree Ke 
for eae "justes understanding is involved, or Él 
" — s daily life must be un An AEDEM d dm dt 
boton the soun n s 
E ord tite, oe PB v eel balanced” word lists, has 
such wor 3 


H d University. 
loped at the Psycho-Acoustic Laboratory of "té vat ssffices fo @ 
velo) O ces 


Two of these PB words lists are given in table La adequate, because all 


ut sm: i i id * 
ngle tes b P ts of a single list will not 3 To ^ the - 
— i Miro p E be tested in their proper ratio 

the speec 


hey can be 
" : cards so that the) 
effects of mem the words should be copied m dut a hearing aid should 
| s : in random eden. A pee ne ioci not face the reader, in 
UT Le e 
A3 this test with him. 
geta friend to make 
Tastu 1. Word lists for articulation tests 
PB-50 List 2 
PB-50 List 1 
26. neat 
1, ache 26. muck A pi o7 e 
2. air 27. neck 2. bes Ld 
pos Sg prm 4. blonde 29. or " 
gi 30. path 5. budge 30. = 
ene dl fie 6. bus a1. pet, 
Pan — Eme Th 
oa A ca 9. course 34. -— 
Pur V chont 10. court 35. rac 
10. crave oA Kon ipe gees 
cn pe 12. dupe 37. raw 
t ia i pos 13. earn 38. rut 
m E » sped 14. eel 39. sage 
is drop 40. stag 15. fin pa ud 
16. fame 41. take 16. float F3 e 
17. far 42. thrash 17. frown 1^ 
18. fig 43. toil 18. hatch 43. sketc 
19. flush 44. trip 19. heed 44. slap 
20. gnaw 45. turf 20. hiss po sour 
; 46. vow 21. hot 6. starve 
a ces 47. wedge 22 how A . Strap 
23. law 48. wharf 23. kite 48. test 
24. leave 49. who 24. merge 49. tick 
25. lush 50. why 25. move 50. touch 


order that lip reading will not affect the result. The most favorable posi 
tion is for the reader to be diagonally at one side from the listener so that 
his face is just removed from the listener's direct line of sight. Interposition 
of any large obstacle between the reader and the microphone of the listener's 
instrument should be avoided in the test. 

The presentation of the words should be done carefully. To present 
them naturally, they should be spoken in a sentence in a normal conversa 
tional tone. The sentence must be chosen so that the test words cannot 
be inferred from the rest of the sentence. A carrier 
is “You will say * * * 


sound in “say” is a high-level sound and be used 
checking on hi 1 eese aN E 


s voice level. "The sentence should be 

Conversational level. ; 
It is unlikely that the person making the test w 
words correctly, Even under ideal communicati 
persons in the same quiet room, but not facin 
word articulation scores are usually 95 percent, 
normal hearing actually judge the remaining 5 
nary conversation by familiarity, context, or li 


sentence commonly used 


now.” This sentence has the advantage that the “a” 


by the speaker for 
spoken at ordinary 
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By noticing the i 

| n ic ing ae partic on speech sounds that are missed by the listener | 
i ting down the word list and comparin i gure 
i „a g them with the chart in figure — 


15 possible to get some idea of the i i i 
be get s 3 particular way in wi hearing 
tid fails to compensate for hearing loss, : E j 
Perhaps the simplest way for determining whether à hearing aid has a 
resonance is to meray to footsteps o" à typewriter and note whether a par 
ucular note seems to be avored, d i resonan 
a niaar ire red. If there is access to a piano, the resonance 
wuiced’ by having someone play through the keyboard range severa] 
times with a uniform touch, If the hearing aid gain is uneven, certain notes 
will sound markedly louder or softer than the rest, Experimentation shows 
that peaks can be detec ted in this way if they are greater than 20 decibels in 


m ignitude, | 


GuibANCE 1N CHOOSING A Hearinc Am 


The first step in overcoming loss of hearing is to determine whether the 
condition responsible for the loss can be remedied or at least checked in its 
progress by medical treatment. The nature of the hearing loss should be 
found in order to know whether the loss can be compensated by a hearing | 
aid. For the answers to these questions a physician, preferably an ear special- 
ist, should be consulted. 

If medical examination indicates that a hearing aid will be helpful, the 
next problem is the selection of the instrument. Numerous makes are on 
the market offering a wide variety of choices, Most manufacturers offer 
two or more models. Some dealers undertake to provide assistance in the 
selection of a particular model (from among their own instruments) by 
methods more or less similar to those outlined in the previous section, — 

A person shopping for a hearing aid may find it helpful to take with him 
a person with normal hearing so that, as he tries out different a 
he may listen to words spoken by the same person. The prospective u 
should if possible try out one or more hearing aids in his T ke 
surroundings. Some conipanies provide a trial plan, occasionally WU 
a nominal rental that may be applied to the price of the instrumen 
»urchased. ; 4 Ner 
" ‘he American Medical Association maintains a list of € p 
meet its standards as to acceptability. An “accepted” instrumen pr f 

at i ient for a person with moderate Wwe 
amplification that is at least sufficient De obtained from the Goal 
loss. The list of accepted hearing aids may. e obtainec her 

m itati an Medical Association, 
on Physical Medicine and Rehabilitation, Americ list is also available from. 
Nonh ee ee Lab Sees UR VA 

e American Hearing Society, Kup of indoctrina- — 
je ter the hearing aid is selected, there elec my This problem 
tion and of learning to make the best use k ; "beforé purchasing à nee 
may be severe if the user has waited so long like 


c g E i und 
ices and noises really so! i 
ai á » has begun to forget what voici 1 S ; Ms 
~ e s ? Wi i lso he may have waited until he is too old to 
how noisy the world is. Also h d to learn 


: ice. The quality of woni 
readily how to adapt himself to a new edis that te ibid he has 


derably helped by np 


a x r 
through a hearing aid may be mer n 
accustomed. The transition may be c 


me systematic 
hour or two each day at first and by so 
ly an hour or two eac P 
auditory k qoem practice in put e 
: T P Jf hard of hearing in Ly enc p 
Sin 5 been establis ds 
oom aa enterprises under alae 
aa i E enny, a nominal fee for the 
or hospitals; ^ 
who can pay it. " 
These centers provide a variety 


oblems à number of 
" country. Most of 
of local universities 
harged to those 


-ases advice 
: ; i in many Cases à 
of services, cae ge give hearing tests 
ion of hearing aids. Practically all o e aed he ae 
on the selection of ination by an ear specialist, and tU tt 
| examin ining, Np 
Many offer otologica f assistance such as auditory tra 
i of as A 
de other se] vocational counseling. 3 f hearing aids give pros 
e E conte that offer degebat in ive Mendiaren 
"e i he types z 3 > nd 
i niy fo try t i ir c "nt nodels, à 
apa EET instruments representing cer omer? a en is 
E ufacturers are represented ayiee vs a uni 
although not all Thi ogram has been assisted by a me nang A 
usual ilable. pS De : ing ai ;oluntarily to 
Gane i ho ave supplied hearing aids vol IM 
Er ed deles w i ents accepted by the / 
hearing centers. In general only R Partly because hearing centers 
Medical jation are eed oe «meae d ao ism n gite 
e , they 
cannot provide samples of a makes o i e dirum dm Me 
SA person to the hearing aid best suited TE aps d seien 
d eral idea of the compensation provided y Puer ng engage nn 
a The centers do not sell hearing aids; an individual g 
cial sources of supply to purchase his own instrument. ila mae 
An information service on the problems of es a x s A 
35th Street, N.W., Washing , DC. 
tained by the Volta Bureau, 1537 re A 
izati Alexander Graham Bell to s 
ED i d for teachers of the deaf. 
information center for the hard of hearing and f. — DE Oa, 
It has prepared literature on the problems of hearing loss, av oe t L " 
blic upon written request. Similar assistance is offered by the / merica 
come Society. The American Hearing Society will send to any inquirer 
a list of services for the hard of hearing available in its own chapters = 
in colleges and universities. Information as to hearing aids accepted by the 
American Medical Association and also concerning hearing centers can be 
obtained from the Audiology Foundation, 1104 South Wabash Avenue, 
Chicago 5, Ill. 


Care or A Hearinc Arm 


A hearing aid is somewhat different from other 
in his daily life, and a small amount of special care in handling it may pay 
substantial dividends in increased usefulness and better performance. The 
Sensitive crystal element in most microphones and in some earphones is 
jured by exposure to high temperatures, and will be ruined permanently 

temperatures above 120° F, Such te 

the aid is left lying in the sun, in a closed parked car, or too near a radi- 
ator. In several instruments these components are made of special high- 
temperature crystals or of magnetic materials which can withstand somewhat 


devices that a person uses 
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higher temperatures. However, batteries also deteriorate more rapidly at 
clevated temperatures. For such reasons, it is well to protect aids from ey. 


mitted sound may suffer. A 


The electrolyte in the batteries is either a moderately strong acid ora 
strong alkali and may cause damage if the battery cases leak, 7| is is likely 
to happen when the batteries are run down. For this reason, it is advisable 
to separate the batteries from the instrument when it is not being worn, 
especially if the batteries are mounted in the amplifier case. Since the bat- 
tery case is consumed in the chemical process that produces electricity in the 
battery, it is usually not practical to recharge the batteries, Although this 
i» sometimes suggested as an economy measure, the probability of leakage 
bursting is greatly increased because the case material is not renewed by 
recharging. There are some cells on the market designed for recharging, 
They are true storage batteries and are usually somewhat larger, heavier, 
and more expensive than dry-cell batteries. In an emergency, flashlight 
cells can be substituted for hearing aid cells of the same size. However, 
flashlight cells are designed for heavy but intermittent drains, and may not 
give as long service as the hearing-aid cells, which are built for the continu- 
ous light drain taken by hearing aids. . 

In warm, humid climates a hearing aid may "pass out" temporarily ona 
particularly damp day. The microphone and earphone are hermetically 
sealed, but the seal may not remain perfect, and occasionally the loss in 
sensitivity is due merely to moisture condensing on the exterior surfaces of 
the amplifier parts, between the wiring. A hearing aid qure gia ne 
keeping it in a desiccator when not in use. It can also be ied out p Me 
it overnight in a mechanical refrigerator, provided it is not expose de 
air before it returns to room temperature. Neither a ' cold-wall x ae d 
nor an ice-box will work, however, because the drying action depends o 


condensing the moisture on the refrigerator coils. 


ENCIES FOR THE HARD OF HEARING 


SPEECH AND HEARING AGENCIES* 
Acoustical N.Y. 
4 i i America, 57 E. 55th St, New York 22, 
American nd ai ERTA 11 W. 42nd St., Room 4 z 
4th St., N. W., Washington 5, D.C. 


American ing Society, 817 1 n 
National miii of Executives of. Chapters of the Americ 


14th St, N.W., Washington, D.C. 
Bn ou ot Associátion, 

Wayne University, Detroit, Mich. 
Minnesota Hearing Aid Dealers Association, Minneapolis, Minn. z 
California Better Hearing Council, 417-21st. St., Sacramento, Calif. 


" Rouge, La. 
The Ohio Association of Speech and Hearing Therapy, Dayton, Ohio 


Towa Speech and Hearing Assoc., 34977 Vine St., Waterloo, Iowa 


and Dramatic Arts, Temple University, Philadelphia 22, Pa. 
313 Sixth Ave. 


for the Deaf 


State Dept. of Education, Capitol Bldg., Oklahoma City 


Society of Hearing Aid Audiologists, 6 N. Michi i 

gon Speech riae Ta » . Michigan Ave., Chicago, Ill. 
i €, Ore. 

Massachusetts Speech and Hearin 
North Dakota Speech 
Canadian 


S Federation for the Hard of Hearing, 12 Bloor St. E., 


Dealers Association of Michi 443 B 
ia E for Deaf & Hard of ate Ce A 


= 
Courtesy of American Annals of the Deaf. 


~ Committee on Hard of Hearing Children, American Hearing Society, 8 


The New York State Society for Audiometrists, Inc., Elmsford, N.Y. 
n Audiometric Association, Room 1311, 31 N. State St., Chicago 2, Ill. 


i sis T 
[dh eg & Hearing Association, Hays State College, H orato 5, Ont, Canada 


16, New York 36, N.Y. 


an Hearing Society, 817 


17 14th St., 


Speech Clinic, Wayne University, Detroit, 
i i i d Hearing Association, 
Committee on Clinical Standards in Hearing, American Speech and Hearing / 
d Lip Reading Teachers Association, 283 Commonwealth Ave., Boston 
isdem Ut dud Beg Association, Board of Education, Greenwich, Conn. 


Louisiana Speech and Hearing Association, Speech Dept., Louisiana State Univ., Baton 


Indiana Speech and Hearing Therapy Association, 2035 N. Meridian St., Indianapolis. 


International Hearing Aid Association, 6 N. Michigan Ave., Chicago 2, Ilinois 
Speech and Hearing Therapists Division, Penna. Speech Association, Dept. of Speech 


Community Hearing Council of Greater Pittsburgh, Pittsburgh Hearing Society, 


American Standards Association, Inc., 70 E. 45th St., New York 17, N.Y. 
Alexander Graham Bell Association for the Deaf, Formerly the Volta Speech Association 


iro Speach and Hearing Association, Speech and Hearing Clinic, University of 
Oklahoma Speech Association, Oklahoma Speech and Hearing Therapy Section, Okla 


on, Speech & Hearing Clinic, University of Oregon, 


g Association, 12 Stanley Rd., Walth: M 
and Hearing Council, 422 2nd Ave., N.W., (sioe N.D 


ays Kansas 
£., Detroit 26, Michi 
166 S. Burlington Ast la 
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HEARING CENTERS* 


HEARING CENTERS FOR THE PUBLIC 


Appointments must generally be made in advance. Some of these centers charge a 
fee: inquiries should be made about this to avoid misunderstanding. 


ALABAMA 
Talladega: Dowling Hospital, Alabama ery Center. 
Tuscaloosa: University of Alabama, Speech and Hearing Clinic. 


CALIFORNIA 

Alhambra: National Auricular Foundation, Inc., 612 W. Shorb. 

Bakersfield: Kern County Hospital, 1830 Flower St. 

Inglewood: Inglewood Hearing Clinic, Masonic Temple, 230 S. Grevillea Ave. 

Los Angeles: Speech and Hearing Clinic, University of Southern California, 930 W. 
37th St.; Los Angeles Eye and Ear Hospital, 500 S. Lucas Ave.; Los Angeles State 
College, 855 N. Vermont Ave. 

Palo Alto: Stanford University, Department of Speech. 

Pasadena: Huntington Memorial Hospital, Pasadena Dispensary. 

San Diego: San Diego Hearing Society, 3843 Herbert St. 

San Francisco: Mount Zion Hospital, 1609 Scott St.; San Francisco Hearing Society, 
414 Mason St., San Francisco State College, Herman and Buchanan Sts. 

Stockton: Whittier College Speech and Hearing Clinic. 


COLORADO 
Denver: Hearing Clinic, Denver University; Evans School, School District No. 1. 
CONNECTICUT 


Hartford: Hartford Hearing Legue 252 Asylum St. 


New Haven: Audiology Clinic, Grace-New Haven Community Hospital, 789 Howard 
ve. 


DELAWARE 
Wilmington: Delaware Hospital, Audiology Clinic, 501 W. 14th St. 
DISTRICT OF COLUMBIA 


Washington: Hearing Rehabilitation Center, 1911 i i 
Society, 2431 14th St, NW. R St NW, Weste E 


FLORIDA 


Gainesville: Speech and Hearing Clinic, University of Florida. 
GEORGIA 


Atlanta: Davison School 
Memorial Hospital. 


ILLINOIS 


Chicago: Chicago Hearing Socie: i 

Feo He ty, 30 W. Wash S : 
Rehabilitation Clinic, University of Illinois, 904 We Aina. pee 

*The following list of hearing centers h 
as been compiled fi i i 

Lome purea, sn 35th St., N.W., Washington 16, D.C, egets d 
to-date lists "i mim Ave., Chicago 5, Ill. The list below is incomplete: full and up- 
yore ay obtained from the above organizations. For lists of chapters of the 
Walkiigon 3 ho sar to the American Hearing Society, 817 14th St., N.W., 
LUN . ist is included as an aid for the reader. The listing does not 


ndorsem i 3 
Foundation, or the OMNE by the National Bureau of Standards, or the Audiology 


ab. 


of Speech Correction, 1780 N. Decatur Ave; Grady 
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Otolaryngology, University of Chicago; Hearing Clinic, Department of Otol: l- 
ogy, Northwestern Universiy, 303 E. Chicago Ave.; sechs qid Hearing Rehabili 
tation Service, St. Luke's Hospital, 1439 S. Michigan Ave. 

Evanston: Hearing Clinic School of Speech, Northwestern University. 

Normal: Illinois State Normal University, Department of Speech. 

Peoria: Speech and Hearing Clinic, Bradley University. 

Rockford: Rockford College, Speech Department. 

Urbana: Speech Clinic, University of Illinois. 


INDIANA 
Bloomington: Speech and Hearing Clinic, Indiana University. 
Indianapolis: Indiana University Medical Center. 
Lafayette: Speech and Hearing Clinic, Purdue University. 
Muncie: Speech and Hearing Clinic, Ball State Teachers College. 
South Bend: South Bend Hearing Society, 203 Poledor Bldg. 
"Terre Haute: Special Education Clinics, Indiana State Teachers College. 


IOWA 


Des Moines: Des Moines Hearing Society. 
Towa City: Speech Clinic and Department of Oral Surgery and Otolaryngology, State 
University of Iowa. 


KANSAS 
Kansas City: University of Kansas Medical Center, 39th and Rainbow. 
Wichita: Institute of Logopedics, Municipal University of Wichita. 


KENTUCKY 
Louisville: Louisville General Hospital. 


LOUISIANA 


Baton Rouge: Speech Department, Louisiana State University. 
New Orleans: New Orleans League for Better Hearing, 530 Capdeville. 


MAINE 
Portland: Portland Hearing Society, 653A Congress St. 


MARYLAND 
Baltimore: Baltimore Hearing Society, Inc., 322 N. Charles St.; Hearing and Speech 
Center, Johns Hopkins University and Hospital. 


è 
MASSACHUSETTS 
Boston: Boston Guild for the Hard-of-Hearing, 283 Commonwealth Ave.; Institute for 
Speech Correction, 419 Boylston St.; Massachusetts Memorial Hospital, Boston 
University School of Medicine; Winthrop Foundation and Clinic for the Deaf, 
Massachusetts Eye and Ear Infirmary, 243 Charles St. 
Springfield: Springfield Hearing League, Inc. 1694 Main St. 
Worcester: Worcester Hearing League, 306 Main St. 


MICHIGAN 
Ann Arbor: Institute for Human Adjustment, Speech Clinic, University of Michigan. 
Detroit: Detroit Hearing Center, 535 W. Jefferson. 
East Lansing: Speech and Hearing Clinic, Michigan State College. 
Kalamazoo: Constance Brown Society for Better Hearing, 210 Pratt Bldg. 
Mount Pleasant: Central Michigan College of Education, Speech and Hearing Clinic. 


MINNESOTA 
Minneapolis: Speech Clinic, University of Minnesota. 
Rochester: Mayo Clinic, Audiological Section. 
MISSOURI 


Columbia: Speech and Hearing Clinic, University of Missouri. 
St. Louis: Central Institute for the Deaf, 818 S. Kingshighway. 
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NEBRASKA 
Lincoln: Speech and Hearing Laboratories, University of Nebraska. 


NEW JERSEY 
Newark: State Teachers College, 187 Broadway. 
West Trenton: Hearing Clinic, New Jersey State School for the Deaf. 


NEW MEXICO 
Albuquerque: Speech Laboratory, University of New Mexico. 


NEW YORK 

Albany: Conservation of Hearing Clinic, Albany Hospital. 

New York: Apostolate for the Deaf and Hard of Hearing, 191 Joralemon St., Brooklyn; 
Department of Otolaryngology, New York Hospital, Cornell Medical Center, 525 
E. 68th St.; Hard of Hearing Clinic, Jewish Hospital of Brooklyn; Harlem Eye and 
Ear Hospital Hearing Rehabilitation Center, Mary Wood Whitehurst, 330 E. 63rd 
St.; Manhattan Eye, Ear, and Throat Hospital, 210 E. 64th St.; New York City 
Hospital, Welfare Island Dispensary, 80th St. and East End Ave.; New York Eye 
and Ear Infirmary, 218 Second Ave.; New York League for the Hard of Hearing, 
480 Lexington Ave.; New York University, Bellevue Medical Center; Section of 
Audiology and Phonology, Presbyterian Hospital, 622 W. 168th St. 

Flushing: Queens College, Speech Department. 

Rochester: The Genesee Hospital. Rochester Hearing Society, 130 Clinton Ave. S. 

Syracuse: Conservation of Hearing Center, Syracuse University. 

Utica: Speech and Hearing Center, The Children’s Hospital Home. 


NORTH CAROLINA 
Durham: Duke University, Division of Otolaryngology. 


OHIO 
Athens: Speech and Hearing Clinic, Ohio University. 
Bowling Green: Speech and Hearing Clinic, Bowling Green State University, 
Cincinnati: Cincinnati League for the Hard of Hearing, 616 Walnut St. 
Cleveland: Cleveland Hearing and Speech Center, 11206 Euclid Ave. 
Columbus: Speech and Hearing Clinic, Ohio State University. 
Kent: Speech and Hearing Clinics, Kent State University. 
Oxford: Speech Department, Miami University. 
Toledo: Toledo Hearing League, 2313 Ashland Ave. 
Youngstown: Youngstown Hearing Society. 


OKLAHOMA 


Chickasha: Speech and Hearing Clinic, Oklahoma College for Women. 
Arman: pprech xs peas Clinic, University of Oklahoma. 
ahoma City: i il d i iversi 
ARIDAM Moe Children's Hospital (University of Oklahoma), Speech 
OREGON 


Eugene: Speech and Hearing Clinic, Universi 
j a ; ersity of Oregon. 
nS Portland Hearing Society, Inc., 39 Selling-Hirsch Bldg; Department of 
tolaryngology, University of Oregon, Medical School. 


PENNSYLVANIA 


Lancaster: Hearing Conservation C. 

n Hearin x enter of Lancaster C. , Inc., 24 N. Lime St. 
EO. ur delphis Society for Better Hearing, 2115 Chestaut St; Department 
p Pennsylvania. aryngology, Temple University; Audiology Center, University of 

v. : Seem of Audiology, Eye and Ear Hospital, Medical School of Pitts- 

MEN othrop St; Pittsburgh Hearing Society, Granite Bldg, Sixth and 


Reading: Clinic for Rehabilitation 


State College: Pie ani Hee of the Hard of Hearing, Reading Hospital. 


g Clinic, Pennsylvania State College. 
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RHODE ISLAND 


Providence: Providence League for the Hard of Hearing, 42 Weybosset St. 
TENNESSEE 


Memphis: Memphis Speech and Hearing Center, University of Tennessee, College 
of Medicine. 


Nashville: Tennessee Hearing and Speech Foundation, Vanderbilt University 
Hospital. 


TEXAS 


Austin: Speech Clinic, University of Texas. 
Denton: Hearing and Speech Clinic, Texas State College for Women. 


Galveston: Department of Otolaryngology, University of Texas, Medical Branch. 
Temple: Scott-White Clinic. 


UTAH 


Salt Lake City: Speech and Hearing Center, University of Utah. 
VIRGINIA 


Charlottesville: Speech and Hearing Clinic, University of Virginia. 
Richmond: Hearing-Speech Center, Medical College of Virginia. 
| Roanoke: Gill Memorial EENT Hospital. 
VERMONT 

Rutland: Vermont Association for the Crippled, Inc. 
WASHINGTON 

Seattle: Speech and Hearing Clinic, University of Washington. 
| WISCONSIN 


Madison: Speech and Hearing Clinic, University of Wisconsin. 
Milwaukee: Marquette University, Speech Clinic and Hearing Laboratory, 625 N. 
15th St.; Hearing Clinic, Milwaukee State Teachers College. 


HEARING CENTERS FOR VETERANS 


| CALIFORNIA 
San Francisco: Veterans Hospital, Fort Miley, 42nd and Clements Sts. 


DISTRICT OF COLUMBIA 


| Washington: Walter Reed General Hospital, Audiology and Speech Correction Center, 
Forest Glen Section. 


GEORGIA 
Atlanta: Veterans Administration Regional Office, Belle Isle Bldg., 105 Pryor St., S.E. 


MICHIGAN ea m 
Detroit: Wayne University Speech and Hearing Clinic, 467 Kirby. 


MISSOURI 
i Kansas City: Veterans Administration Regional Office, 1828 Walnut St. 


NEW YORK ; Uke an 
New York: Audiology Clinic, New York Regional Office, Veterans Administration, 


252 Seventh Ave. 


PENNSYLVANIA i 
Philadelphia: Aural Rehabilitation Center, U.S. Naval Hospital. 
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RUTH B. IRWIN 


It is a miracle that so many persons talk as well as they do. 
the anatomy, not even the ‘voice box’, was intended primarily for t 
duction of speech. The mouth, teeth, tongue, and throat are us 
eating; the lungs for breathing; and the vocal folds function to. 
small food particles or gaseous elements from entering the windpi| 
very few persons are taught to talk, even though speech is a learned p 

It is not strange that a few individuals need some help in the k 
process. 

Accidents to the human anatomy also add to the toll of speech 
Persons with damaged organs must learn to speak the best they can. 

In the total population, the degrees of speaking ability may look 
like a normal curve. The superior speakers are at one end, repre: 
about 5 to 10 per cent; the clinical cases are at the other end, repre 
from 5 to 10 per cent of the population; in between the clinical an 
superior groups are the “average” talkers. In Figure 1, a rough d 
illustrates the relative degrees of speech ability found in the populat 


pam 


Speech within normal m 


"e 3 
€ rien i range of acceptance 
Figure 1. Relative degrees of speech ability in the popula 


i inical speech group 
iated with the clinica h gro 

In this chapter, Se coding: (1) Speech Disorder (de ey » 
ail pm and handicap), (2) Historical Develoy 7 


(4) g , an 6) 1 ors 
istration, 4 Educational Program, a d G Coordinat on of Services 


Tur SPEECH DISORDERS 


In this section, speech disorders will be discussed as to incidence, defini 
n this , 
ai i 1 1 > e 
Eee Ed. a conditions, ee ae s " 
e f speech-defective children far exceeds the 
Ee Er oh ae) children in the following recent 
spon of the estimated incidence of the various types in Oklahoma: 


Slow Learning poen 
Crippled pra 
Epileptic... E. 

Deaf and Hard of Hearing T 7,500 
rec Defechiye E 25,000 
Blind and Partially Seeing . 1,250 
"Total 51,050 


Of the total number, the children with speech handicaps are almost as 
numerous as all the other types of handicapped children put together. The 
distribution, estimated by the Oklahoma authorities, is similar to that found 
in other states. 

The results of surveys indicate that percentage figures vary considerablv. 
Wide variations in the number of children found in surveys may be due to 
(1) standards of speech, (2) experience of examiner, (3) methods of testing, 
and (4) background of the community. If the mean average of the survey 
findings reported by Johnson and Gardner? is used, ten per cent of all the 

va have speech deviations serious enough to need special speech 
n. 

Various school surveys!? in Ohio indicate tha 

children need speech therapy. One care 


en through grade six) were 


i ndards, revealed th 10 pe 
cent of the children had speech difficulties. Not counting the icol en 
percentage figure was reduced to 7.7. The children in t : 


he Cleveland 
n ten representative school districts, Another survey 


of professional 
ES r than average 

j an e erapi 
eeded special speech instruction, 4 ao Hess B 


conducted h 2 
cn ly speech survey1e 

ctt rst three grades at Holyoke, Massachusetts io 1 
were found to have s eech disord cmd a ae 
“order px p. CisOrders. Some studies on the 
ES etective articulation indicate that arti lati a 
Proves, » trom grade to grade, even without E 
ut speech therapy. The 


of 4685 chil. 
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most marked improvement occurs in the early grades, and after the fourth 


> ; 
grade level little change occur i i improvem 

r s. There is very i from 
grade to grade in high school. Be 


lems is great enough to warrant speech therapy. In Dayton, Ohio, pu il 
in two large high schools! were individually tested by an experienced p 
pist, who found about 20 per cent with noticeable voice and articulation 
"eviations. As the result of a speech survey conducted in the high schools 
of Illinois, Carhart reported that “with every fifth Illinois high-school student 


needing rehabilitation, there exists a severe problem”.3 
One of the most comprehensive speech surveys? ever made was the New 
England survey which was conducted by nurses, teachers, therapists, doctors 


ind others. OF the 87,288 children tested, 7.8 per cent had speech devi- 
ations 

Ihe committee of the American Speech and Hearing Association which 
prepared the report! for the Midcentury Whitehouse Conference indicated 
that 5 per cent (2,000,000) of all children, ages 5 to 21, is the "lowest de- 
fensible estimate" of the number of persons with speech disorders, However, 
they estimated that an additional 2,000,000 children, or 5 per cent, have 
relatively minor speech and voice deviations. On the basis of an assumed 
total population of 150,000,000 persons, the committee estimated that 
7,500,000 or 5 per cent of the population of all ages have speech problems. 

From a practical standpoint, probably 10 per cent of the school popula- 
tion needs special speech instruction if the classroom teacher has had little 
or no training in speech. 

Definition. Speech or voice is deviant when it (1) interferes with 
munication, (2) calls attention to itself or the speaker, and (3) causes the 
speaker to develop symptoms of personality male -— 

Various degrees of severity may occur; however, SUN i 
Some authorities believe that there is no suc 


A person with what appears on 


a problem is major or minor. 
motional reactions 


thing as a ‘minor’ speech disorder. y 
surface as a minor sound deviation may have all Ends of a p 
because of it. For instance, the life story of an m t a a 
deviation revealed that the problem n mae zs . OU 
could not say the “l sound. The chi € Dye E 
to talk with words that did not contain the a eua Ha 
adulthood, he developed feelings of d iy "p 
words indicated the extreme silent suffering that 
of his ‘minor’ speech problem. to the listener 
p» rone of stuttered speech may not ki Mrd de It is 
r observer but to the one who stutters the "m week: of the individ ual 
D the speech problem itself as much as i H T dis i o deceived at 
: obs 
is sequently, the casu 

to his problem. Con eat 
the relative srny o P va ommunication, call attention 
Not al deviant speech will interfe ed stutterer, for instance, may 
i i his 
to itself, or cause personality tions of others to aa 


haladj ta A 
7 d be so affected by the reac 
“an dar s ed ied maladjusted. 


ation that he maj dju De Dd 
ae yet aware of his speech deviation will no 


other hand, a young 
pe t emotionally to the | 
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hi: h bi devi fi he 
g rfere with com 

s speec may be leviant enou; h to interte 

The single sound substitution, such 


lem. However, v thers. A zation 
asd eable to o É communica 

munication or be Se iiy not interfere noticeably be After a time, 

gm ja d E ent but it will call attention to itse^t. 

or ality dev 


d saker" at 
Je’ defect may grow in importance as others call the speaker's a 
the ‘simple tm 
tention to his deviation. 


lly classified according to 
"rhe s of speech problems are usual ver yox t A 
dedos of Es iüculstion, (2) voice, m se gh Hoe al 
mination of Table I will indicate E cr gh e 
E Tie s h may be classified according to causation rather v 
0r S fed i the above classification. The speech of a chil 
Me Bir palsy or a cleft palate may be characterized by detecti» e € ue 
E eique voice quality, and poor rhythm. The "goes 1 p — 
may also have language problems. The etiology of speech | 
n M - > 
gel i is (case loads and surveys) show some acc » i 
as to the number of the various kinds of speech disorders. Por in a A 
from 20 to 30 per cent more children with articulatory deviations ari " 
rolled in classes for therapy than might be indicated by the sury ey figure 
This may be accounted for by the fact that the therapists are pro " ly no 
handling all of the other types of cases found in the surveys. I c et, 
Table I will give some idea about the general distribution of the different 
types of speech problems. 


1. Disorders of articulation. From 75 to 80 per cent of the speech 
handicapped children enrolled in speech-therapy classes have functional 
articulatory disorders. Substitutions, omissions, and distortions usually de 
scribe the kinds of sound deviations found in the speech of persons with 
articulatory disorders. Substitutions are usually the most frequently ob 
served sound deviation. The child, who says, "tu witta kikers", substitutes 
"w' for “I” in “little”, and “K” for ^s" in “sisters”. Omissions may occur any 
place in the word. It is frequently omitted at the end of words in careless 
speech although the person can say the sound correctly, 
are indistinct and 
s^ m “sh” 


Distorted sounds 
do not approximate any known speech sound. The “th” 
are among the most frequently misarticulated sounds. 


2. Disorders of voice. According to Table I, 
estimate that 4 per cent of all speech-handicap: 
lems is the same as the percentage figure for voice cases found in the case 
“ of hata therapists. In the New England survey, more persons with 

problems were found than are reported to receive th i ic- 
Eme p € therapy in the public 


Voice problems are usually described in terms of (D p 


Sid, (4) rate, and (5) flexibility of 


the Whitehouse Conference 
ped persons have voice prob 


ki ps (2) quality, 
y : pitch, quality, intensity, a 

a casionally, a person is found who has no voice at all. Pitch es 
too high, too low, or too monotonous, f 


Quality is often described 
' as 
a E a a, guttural, harsh, or hoarse. Volume may 
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Illinois California Ohi s: R 
(1953) (1952) (1953) C1951). En 


Functional 
Articulatory 80.0 
X 77. 
Stuttering 70 MÀ "86 po py 
Cleft Palate A as E a 66 
Speech 0.8 
Cerebral Palsy s ni uc 
Speech 0.8 
Retarded Speech = e 
Development 4.0 44 


Impaired Hearing 2.0 


Aphasia 
Deaf TANN 
Miscellaneous 0.1 


*Published in The Speech Teacher, 1955. 


belonging to any one category; he may have inadequacies in 
intensity, rate and flexibility. ` 


3. Disorders of rhythm. Stuttering (or stammering) is a 
rhythm. Repetitions of sounds, syllables, words, or phrases may chi 
stuttering. Long pauses or prolongations of sounds may occur. Fi 
tortions, excessive bodily movements, or embarrassment during 
also accompany the communication process of the stutterer. Ni 
terers have the same speech symptoms or behavior. Cluttering 
stuttering. Speech is slurred, improperly phrased, jumbled and rapi 


4. Disorders of language. Aphasia is usually associated with 
disorders. Not many aphasic children are found in the schools; it 
however, that there are more children with language problems than mà 
indicated by surveys. Teachers may not be adequately aware of the sy 
toms. A pronounced reading, writing, or speech disability may be | 
of a possible disorder of symbolic formulation and expression oe 
brain-damaging conditions. Speech retardations, or failure to develo 
during early childhood, may be a symptom of language disorder i 
of confusion exists in this area of language disorders. It is a problem 1 
ferential diagnosis. Does the child have a condition of brin Pe 
of emm deafness, or mental deficiency? Or it may be t at : 

ionally disturbed. 4 Al 
p oem disorders are frequently associated with adults who 
some form of brain damage through an injury or à Ens 
have difficulty in (1) forming the sounds or words, Q) ex 
or expression he requires, (3) using grammatical d 2 
prehending words and phrases as a whole. í io 


d 
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S ch prol lems are ni sychogenic 
pe b S ar caused by both ph sical a d 
Causes. e p! y: p! 


sical 
forms of physica 
alate are extreme iun dts 
nel Cabal no cls Heer im 
mn ich may cause h eech eviations, a 
conditions whic r cent of the sp on bite, overjet or 
pairment will account for E eckson, such as on ka E the accurate 
the estimate of the ASHA. f the teeth may interfere with the = a 
underjet jaw, or irregularity o ly affected by the teeth are s, Z, fr f 
~ un ction of sounds. Particularly affecte trumental in producing languag } 
and “th” sounds. Brain damage may be ins i A dui damaged 
bnormalities as well as speech Mm aem mentality are also physical 
BE ical system, ue us. s oai and production. 
factors which may affect speech de "one is one which has its origin jo 
2. Psychogenic. A psychogenic fa Unfavorable relationships with 
some psychological or leaming pes peck, nd aum me 
; ; , poor s s : 
others, improper E P of the psychogenic factors which = 
Ber ot the pro h problem. Lack of motivation, bi-lingualism, 
E ooo speech. problem. -sound discrimination ability are 
- shocks, emotional conflicts, and poor speech-soun 
B. or group of factors can usually be defined as - : A 
of a speech problem. Neither can the cause be y an eit F atn 
à iati y beg as a lea E 
cal 4 hogenic problem. Speech deviations may begin aA s 
oe E o a pea ea because of various factors 
in the environment which enlarges the problem. E ! 
- Handicap. Although some speech-handicapped persons achieve D" 
in spite of their problems, many persons with speech disorders are retardec 
jn various ways. A speech problem may be responsible for (1) grade repe 
tions, (2) reading disability, (3) personality maladjustment, (4) impaired 
i i | ithdrawal from school, (6) inadequate 
personal relationships, (5) complete withdraw ol, (6) 
earning power, (7) undesirable occupation, and (8) social misfit. 
e authorities have estimated that the earning power of 
handicapped person is about 25 per cent deficient. 
It so is the satisfaction derived from doing a des 
With unintelligible speech took a position in a len 
not have to talk. A stu 
did the talking. 
s l studies have indicated the close 
Speech disabilities! Which 


the speech 
Not only is income cut, 
irable job. One person 
s factory where she did 
tterer worked as a plumber; he did the work, his 


relationship between reading and 


comes first? Speech improvement tends to 
dicm reading ability, 
handicap of a speech deviation is difficult to evaluate in terms of the 
Personal suffering wh 


ich the person may undergo as the result of teasing, 
tidicule or glances, 


A B be discussed in two parts: 
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The Public Schools. Before 1940, only nine states had 


ese states were: 


the recognition of speech problems. 


In general, state legislation has been issi i 4 
subsidizing speech iuis in the local pee | 
plans are on the basis of (1) ‘excessive cost’, (2) a specific am 
à proportion of the total cost. | 
$ By 1941, only 9 states required certificates of speech therapi 
35 states had certification requirements. As in state legislation 
ation occurred from state to state. During the last ten years, mu 
ment has been made in the standards of the training requires 
therapists. According to Irwin, “. . . 15 states probably ; 
credits in speech and hearing to meet the standards specified b 
can Speech and Hearing Association for the Basic Certificate 
as 5 other states could probably be added to this list of 15 states 
least 18 semester hours of speech and hearing courses. 

The large cities extended services to the speech-handicappe 
towns and rural areas. Chicago (1910), New York (190 
(1912), Detroit (1910) and Cleveland (1918) were among th 
to start programs of speech therapy in the schools. 


The Professional Organization. In 1914, the first university 
was established at the University of Wisconsin with Dr. S 
director. Because of the demand for speech therapy in the 
arose a need for college training of persons to serve as therapis 
colleges and universities began to assume the responsibility of 
therapists. States in which speech services are recognized by 
lature usually have several university training centers. F i 
Ohio five universities have curricula approved by the State De 
Education. The secretary of The American Speech and H 
ation can give the names of the colleges and universities wi 
quate facilities for qualifying speech therapists to meet the certil 
quirements of the profession. 

Although some speech correction has been parcs ior a 
fessional recognition and prestige have been Seu E 
ears: The activities of The American Speech d E a 
and the scholarly articles published in The ois: he p i 
Disorders have contributed greatly toward poen M 

membership of this association has grown remarkably 
two names in 1925 to 3161 in 1954. —— 

The development of certification standards es Li 

added prestige. e present certification requir 


Speech and Hearing Association will be indicated later = ng E iP 
"Clinic operated by private organizations or s o 
during the recent years. The Junior Leagues, P. in 


ty. Societies for 
especially in the 
dded speech clinics. As 
peech re-education of 


e for clinics which serve the communi 


ibl 0 
is ded Children have furnished salaries and equipment, 


of cerebral palsy. Children's hospitals have a 
otiam of ei emphasis is placed upon the s 
men with aphasia, impaired hearing, or facial injuries. 


ADMINISTRATION OF THE PROGRAM 


The initiation of a new program of speech therapy in a community and 
the administration of an established program present many problems for 
the administrators. The discussion will be centered around these headings: 
(1) major problems, (2) preliminary organization procedures, and (3) 
organization and maintenance of services. 


Major Problems, Several problems must be solved before satisfactory 
service can be extended to the speech-handicapped persons: (1) inadequate 
supply of qualified speech therapists, (2) insufficient speech education in the 
classrooms, (3) lack of community awareness for the need of speech services, 
and (4) inadequate budget and space. 


l. Speech Therapists. The recruitment of prospective speech therapists 
is needed as much as for any other type of teacher, and possibly more since 
many people are not yet aware of speech therapy as a profession. Many 

districts, particularly in rural areas, are ready to employ therapists 
but can find no one willing to live in the country. 


The large communities have their problems of finding therapists, too. In 
à summary of a survey," made in 1951, of cities with populations over 
100,000, 87 per cent were furnishing special classes for the speech-handi- 
capped children. However, 21 per cent of the cities reported that they were 

of therapists, with the greater shortages in cities of 250,000 and over. 

The ASHA committee estimates that a com 
= the United States would require about 15,000 therapists! Only about 
a og therapists with professional qualifications are now working 

anous reasons, replacements require from 100 to 200 n herapists 
each year for every 1000 active workers in thi tuii i nei 
M etn rs in the field, according to the com- 

2. Speech Education in the Classrooms, 
en desire to help the children with speech 
or no training in speech. Some of the te 


plete program of speech thera- 


à particular communit 
y, 
are not yet ready to accept speech th 


Pay wed pet As not yet aware of speech difficulties, This is 
any steps can be taken, i 
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plan to subsidize a part or all of the program on an 'excess 
communities where only a fraction of the cost is reimbursal 
other provisions of paying for the program must be found 
easy to add a new expense to the budget; but once the comm 
to the real need for the prog 
sary funds. In many school 
work in highly 


popular; the ladies’ rest room may be used; or even the 
its ringing bells 
therapy room’ 


) principal's off 
and constant interruptions may function as the 


Preliminary Organization. Starting à new program of speech 
any community involves the cooperation of many individuals and. 
tions. A committee of all interested persons may be a way to ge 


vating device 


d ouia 
In the public schools, Figure 2 will illustrate how the various depart 
in the school may cooperate in developing a program of speech the 


‘The steps in the preliminary organization of a new program o i 
therapy are as follows: (1) to discuss with the school superintend 
advantages and need for speech therapy; (2) to meet with all th 
heads, presenting the program; (3) to meet with the classroom 
plaining and demonstrating the various types of speech problems; 
conduct a survey, individually, by an ‘imported’ therapist or by a 
naire method following the lecture; (5) to report the results of 
and make recommendations to the administrators and teachers; (i 
duct a short workshop in speech re-education for the classroom teac 
find a qualified speech therapist to work with the severe cases m ! 
teachers with others; (8) to provide an adequate budget and 
services; (9) to utilize all of the resources of the school and m ; 
and (10) to apply to the State Department of a ue preag 
forms or procedures for receiving reimbursement from the state. 


Probably the best way to indicate a real need for special pecia 
is to conduct a survey. It does not matter how many Ws ta 
been made in other communities. Du es E j: M p 

i is school?" Qualified person: Pan 
speech problems in this sc ifed pero ee 
“ey of the speech needs may be secured from r nivers 
€ j^ clinic. The State Department of Education will 
» able to suggest staff and procedures. Y 
eme dividually conducted 


ali ist can be secured, an in ae 
"as emer than any other method. pond : e there 
visse ducts the survey can also explain the various types d 
le ie teachers and indicate in what ways pi FE xx 
ak time that the school can employ a full-time therapist 


P the Speech Invento 
If a questionnaire type of survey is made bene unless pr 


, this Inventory should n xc 
m dar Dee it the various types of problems to consider: 
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Age Birth Date 
Address ] 


l. Articulation M 

l. Can hardly understand him 
- Omits certain sounds 
» Uses "baby-talk" : 


; en aim wrong sounds for right ones, such as 
or r q 


te à foreign accent............... 
a "sloppy" speech... 
Distorts certain sounds... B7 
Protrudes tongue for sz sounds.............. 
Sounds which appear inaccurately made 
wh-w -n... jx 
k-g-n-g 
sz 
. Voice rU 
l. Usually has a weak voice and can hardly be heard — 
in class T EN 
. Has very monotonous voice................ B 
Is too breathy when talking................ 
. Is throaty and guttural..... w. 
- Has husky hoarse voice............... 
. Sounds too nasal 
- Is too high pitched............... 
Speech lacks variety and life 
Usually talks in a whisper 
10. Usually talks too fast................ " 
III. Fluen i E 
i Repeais initial sounds, syllables, words, and phrases.......- d 
2. Blocks sometimes and can't get words out............ 
3. Speech is jerky............... 
IV. Other problems 
. Has cleft palate................ 
. Has cerebral palsy............... 
. Appears to be hard of hearing............... 
Very poor oral due ER 
ids speaking in class.............. E RS 
pe tense ad uncomfortable much of the time...... 
Has symptoms of nervousness... = 
. Usually ue oe a 
uently too aggressive... 
ne not ees well in the group... — 
Comments: ; 


LUN 


9992 


VENAMA wy 


e 


O09useuwrwu- 


— 


Signed ........ 
Subject taught 


d 
ay be postponed 
M om teachers, may f in 
: hop for classro à t a series of i 
Although step six, ies it may be worthwhile to range er the speech 
until a therapist is employed, i dp the teachers shortly after s 


" . d by 

1 tratea 

service speech ne the various problems can be illus 
is made. In this ? 

survey is ma 


; finite suggestions could 
hildren whom the teachers know. l ee This would be Se 
he made for the teacher aa we Sociis a full program of services 

ay of arousing an interest x 
more Wi iously speech-handicapped chi tren. ae Vm" 
ope therapist is not always experienced or = um during the fni 
NEED oou cenis cheapy isa big task for 
ki Organizing and conducting classes in enn program should 
iis bester therapist; therefore, E t pets SP inae meetings 
probably wait at least for a year. 8 Gated Tas two: advantages 
for teachers before an organized program is s n iiie cda CÓ 
(1) aids the teacher to ae the child in the classroom, and (2 
erapist durin eirt dex ist are » academic 
B oom 
al. Specialized speech an 1 Los a a 
Fi uid for certification in The American m om ae 
sociation. The complete requirements may be ou E pol 
1952, of the Journal of Speech and Hearing Disor c i vem des 
Basic Certificate indicates that the applicant has had se - Ps 
in specialized speech pathology, 3 veil D is avdio yn 1 Sreet! - 
i ology. These certificates, granted by American ‘ 
E Iu do not mean that i. possessor is qualified b - 
in the public schools, as each state has its own certification requiremen s 
in education are usually the additional specifications not mentionec 
in the ASHA requirements. However, a holder of a state certificate in 
speech therapy may also have a Basic or Advanced certificate. in the ASHA. 
Basic or Advanced Certification is often required of individuals applving 
Positions in speech therapy. All persons working with speech handi 
T children or adults should hold or be eligible for the Basic Certificate. 
pists doing private practice are usually expected to qualify for the 
Advanced Certificate, Not until administrators and persons seeking speech 
erapy demand qualified therapists will the 'quack' completely disappear. 
àre no laws to prevent any one from practicing speech therapy. 
Personal qualifications desirable in a therapist are much the same as for 


any other good teacher. The therapist should be able to work well with 
ol develop rapport with child 


ren, work independently, 

ty, tolerate frustration, and: face problems realistically, 
adjusted, adaptable, and enthusiastic a 
® plan is complete without adequate consideration of the necessary 
fon to develop successful services. How much does the state reimburse 
€ Program? Excess cost? Certain percentage? Exact amount speci- 
The problem will be to raise the rest of the money if all of the money 

is not reimbursed by state funds. In addition to the salary, thorough 
administrative planning will include provision for such expenses as the 
f og me CL) transportation between schools, (2) equipment, supplies 
z (3) Secretarial help, anq (4) adequate room facilities ` 


take responsi- 
and should be 
bout speech therapy. 
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After plans have been made, th dminis E 
er p , the school ini eeds to a 
the State Department of Education for Bier pu 
subsidy, if there is any. Standards of i ction, room fal 
ment, and qualifications of the therapist are usually specified by 
TEN 


office personnel. 


a? 
, Organization of Services. A qualified therapist has been emi i aA 
Is approved by the State Department of Education if that is nece 
state aid. Problems of eligibility and admission, work schedules, and 
vision are to be considered. A 
A publieschoo! speech therapist should probably not handle o 
cases during any one week. Whether the therapist handles 50 or 10 
will depend largely on these factors: (1) number of serious cases C 
perience of the therapist, (3) amount of traveling, (4) number of | 
visited, (5) grade level of the children (in high school, fewer cases 
handled), and (6) responsibilities for in-service training, hearing c 
tion, or other activities. kj: 
The great demand for speech services often places pressure 
therapist to take more cases than is wise for the best results. Repre 
from 12 states, or about 50 per cent of those reporting, indi 
maximum case load allowed during any one week in the public 
one hundred cases. In a few states, even larger loads are permitted. Ne 
therapists have the lowest case load of those reported, with 55 as 
| mum load allowed. i 
In private clinics, case loads will usually be considerably sı 
l thse found in the public schools. The cases are often more | 
| demand more attention than a large percentage of the public school 
| Flexibility should be allowed in all case loads according to the 
specified above. Large case loads destroy tl T 
is designed — that is, to improve or alleviate speech 
A qualified speech therapist must make the final decision wi 
to ihe a child mds speech therapy. For all serious cases, 
pist may work with other specialists before deciding what program 
ment to follow. Some form of definite admission through the 
tor's office should be followed, so that the therapist can be proi n 
sporadic referrals from teachers and others. Wes D 
by therapists who cannot take all of the cases whic RE, bus 
some of the simple articulatory problems are corrected, i; 


mn 


EY th speech-therapy. a 
In deciding what c i n the j as 
following factos should be considered: (1) the ee nes 
the problem, (2) the age and grade in school, (3) the in : 
to profit from instruction. E 
The large part of the therapist's time in t public aede 
ing regularly scheduled classes in speech pt bue 
meet at least twice a week for 25 to 30 nae = pe 
to four or five schools. The schedule of the schools m ý 


this: 


SPEECH DISORDERS 


^ Judy 
Monday Tuesday Wednesday Thursday — Friday 


School B  Nonscheduled School A School B 


activities . 

School C School D 
School D Non-scheduled 
Afternoon: School C 


activities 


Morning: School A 


A ; al intervals between 
By such a schedule, the children n e= i my eat Je ore red 
i a 
I ar its te cooperation from the gaen — yr = 
j ivities can be worked out. On Wednesday, m: ; 
ES het is often called ‘co-ordination = tivities i i cn 
responsibilities are home visitations, counseling with eg a bars - 
working on case histories and records, or fone spese h anc ; sso. Hoa 
areas not yet surveyed. In schools where the therapist nas e "a il "d 
for hearing, one-half day for co-ordination of the services for the « "i 
in the case load is usually enough. However, the other half day mig K x 
used to great advantage in counties or cities where there are more children 
with speech problems than the therapist can handle. Speech therapy may 
be given to the worst cases, even though it is only once a week. Some school 
administrators prefer to use the extra half day for examinations and coun 
seling with parents and teachers about children who are not located in the 
schools serviced by the therapist. 


If only one therapist is employed, the superintendent and principals are 
supervisors. In cities where several therapists are working, a director of 
ial education may be available for administrative supervision. It is also 
irable to have an experienced therapist to act as chairman of the thera 

pists with some time allowed for professional supervision. In all cases, the 
rw of each building in which the therapist works should expect to 


immediate supervisor, just as he is of any other teacher in the building. 


EDUCATIONAL Procram 


The educational program for the s 

t from that for any other chil 

little extra help in order 
not have speech handicaps. 
to 30 minutes, twice a week, 


peech-handicapped child is not much 


d enrolled in school. He needs just a 


the therapist 
s usually necessary. 
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tò gain confidence in his ability to speak be 
; n] y fo accept hi 
api sad sep in their poadia have en a a dc 
»e socialization of the reticent child with the : 
the same educational principles used by the da ee ed 
by the therapist in teaching speech. er ee 


l. Auditory Discriminati S i 
cr ning we ye gan PS ui deed 
y the therapist. For instance, the child needs to 
recognize the correct sound when it is heard. So the therapist ma 
Listen and watch. I am going to say some sounds (or ond mh. 
them will have this sound "s" and some will not. You raise your hag when 
you hear the “s” sound.” The therapist continues this drill until the child 
is able to recognize the sound correctly. Another type of ear-training activity 
is one in which the therapist might say, “I am going to say two sounds (or 
words) which may sound the same or not the same. If they sound the same 
te you, raise your hand." Variations of these techniques may be found in 
textbooks used by the therapist. 


2. Review of Old Material. ‘Old material’ refers to that speech work 
which has been done during the immediate preceding session. For instance, 
the sound may have been introduced by ear-training only. Consequently, 
a review of the same technique is used to reinforce the learning process an 
to check if the child has learned how to recognize and discriminate. The 


review is based upon the stage of therapy in the production of a specific 


sound. 


3. Introduction of New Material. Supposing that the child is able to 
recognize and to discriminate the sound in the review a à ha 


the next step might be the actual production of the sound by | 
“Now we are ready to say the sound. Listen car 
l am going to say the sound "s" three times, pause, and then say it once 


When I nod my head, I want you to say it once. Understan 
End t $ fore another type of technique 


therapist may say, 


again. 
This procedure is repeated several times before : d n 
is used. Irwin's Speech and Hearing a will hes e 
yever, onl ualified speech and he 
pteridine Although the child may E 
dividual working with the Spe 
i to the speech inadequacy 


n the child. 


in more detail. 
should attempt to use these techniques. 
have a 'simple' sound difficulty, the in l 
must be aware of the danger of calling attention. 
and thereby developing personality abnormalities i m 
After a sound has been taught in al bi. 
he child or person an opportunity to p 
ll help to establish the sound in E pa 
h. Such activities as playing store, house, telephoning, p be 
21 these activities n 


short conversations W p i 

highly structured so the individin ler ou Met 
1 wi ngs to : 

sound will not have too many thing fub he fot 


that the parent and classroom teacher | wd 
eae assignments which can be and out ER S isk 
bonis need to be made. For instance, if the gie s i s be pe be instr 
i i t or 
but still has to think about i the Ta = wes ach diy 


give the child an opportunity t 


milar pattern. After organic fac 


i ill help the person with unsatis 
me peo n a a LS atqut a good speaking voice, 
CODES db i h auditory training, (3) de 
ize differences among voices through auditor) bw 
Eo voi ity i i d then (4) transfer the 
velop a satisfactory voice quality in small units, an 
‘good’ voice to everyday situations. to D 
ea with stuttering symptoms present individual ps ; E A A 
ment. Usually, the therapist will work toward helping the stutte - 
(1) accept problems realistically, (2) develop habits of personal ligene ana 
self improvement, (3) learn techniques for control of symptoms, anc x 
his own clinician. l 
Language disorders!* caused by the aphasias, palsies, and brain damages 
require specific techniques. Children with emotionally inhibited speech 
also need a particular kind of therapy. i À 
Although it is not the purpose of this chapter to give a detailed account 
of therapeutic techniques in speech, some idea of what the speech therapist 


does is desirable. 


The Classroom Teacher. Every teacher is a teacher of speech whether 
she knows it or not. Since speech plays such an important part in the daily 
activities of any schoolroom, a knowledge of speech education is essential 
for the teacher. The teacher needs to (1) be a good speech model herself, 
(2) know how to conduct speech activities in her own classroom, (3) know 
how to recognize speech problems, and (4) know how, or if, to help the 
speech-handicapped children in the classroom. 


Procedures for voice therapy follow a si 


le deviations. Her speech should also be acceptable according to the 
the teacher has poor diction, harsh voice, or 
child be expected to improve? In fact, the 


e of the speech patterns of the teacher. Not 
enough thought is given by school administrators to the importance of 'good 


ers may be employed wi 
have on the ee 
All prospecti 
mee de teachers should be required: to take a proficiency i 
San be Faning professional training. If the speech à meh 
e or qu proved. adequately, the individua] zou he ane 
8 the teaching profession. All other Prospective te erd 
their own speech dg 


Tom enter; 


8 should do all they can to improve 
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Sc ho. | administrators, alert to the possible effects of inadequate speech | 
upon the speech of the children, will employ teachers with speech which js 
free from all noticeable deviations and is pleasant to hear, i 


2. Speech Improvement. Speech improvement is an all-inclusive term 
referring to any kind of planned speech activity which tends to improve 
the speech of the participant. The total speech education program in any 
school provides for (1) the child with speech problems and deviations, (2) 
the child with 'near normal’ or ‘normal’ speech, and (3) the child with 
talented speech abilities. The classroom teacher who has improved her 
own speech and has had some special training in speech-improvement tech- 
niques can do much to aid the child with ‘near normal’ speech, as well as to l 
assist the child with speech deviations. By participating in group speech- 
improvement activities, the child may learn to recognize the correct sound, 
i! learn to say the sound, and reinforce the production of the sound without 
H becoming self-conscious about his deviation. T 
j Fundamental speech skills include the consideration of (D the ability to 
hear speech correctly, (2) the ability to use language, (3) the ability to 
articulate intelligibly, (4) the ability to adjust to the speaking situation, | 
and (5) the ability to use the voice adequately and pleasantly. : 
During the day children in every classroom have opportunities to prac 
| tice the speech skills through the means of conversation, choral E 
discussion, story-telling, oral reports, dramatization, and oral -—— A | 
some knowledge of the skills used in “good” speech, the classroom 
can assist the child without requiring much extra time or effort. 


| 3. Recognition of Speech Problems. A study of the symptoni MA 
j| various types of speech problems will aid the teacher in t ues ; 
| those children who need special help in the classroom or by herapist. 


| iain ald h defective 
| The teacher can be taught to assist in making puce i spe 
children. The Inventory of Speech, given earlier ks is ee 
of teacher education in smdying the ep Ex ERR 
i stration a 
the accompanying problems. lemonstr: Ri 
ous types of speech problems should be given to the teachers by 


* 

a speech disorders. i ES 
ir ^ Helping Speech-Handicapped Children in MP adi 

s jeec h model, using speech-improvement dos D do end what n 

edet will aid the speech-handicapped child. 


T ec with a serious speech problem is essential. e 

° š > >i 
to do, fo the child wi 1 P 13 j T en 
Speech Handicapped School Children a des sections at e ^ | 


"What the 
almost all of the chapters on oe 
ae as erapist and when there is no rs, "m 
y dre valuable ways of helping El child i Ea To 
d ai ‘mental hygiene agency’, or a pci. Mar. i n 
oe as it. The factors discussed by Jo i D) E nates i : 
peer SAA to the mental health p ni p hn ‘ling 
contri [heal os grading ; 

hods of discipline, i 
ki pé acón n (5) extra school activities, special 
rec 


herapist available. | 


of her 


i ilities 
pirates ue who is interested in the speech abi (2) leam 


own speech, 


The classroom teach 


i del of her 
pupils will strive to (1) provide a good mode 


recognize the various s h deviations, (3) improve the speech of the 
rei normals’, and those amy ‘minor’ sound deviations, (4) cooperate with 
the speech therapist in helping children with speech disorders, and (5) un 
derstand the relationship of speech to reading, behavior problems, achieve 
ment, and personality development. In schools where no therapist is em 
loyed, the classroom teacher will direct the speech-handicapped child and 
his parents to the nearest university speech and hearing clinic. 

Special references for the classroom teacher will be found a 
this chapter. 


The Parent. The parents or relatives may be important forces in the re 
education process of the speech-handicapped person. Factors which may 
have produced or added to the speech problem may still be operating The 
discussion of the parent’s part in the educational program of speech handi 
capped children will center around (1) the improvement of home ii luence 
(2) learning about speech disorders, (3) cooperation with the therapist 

Influence. Anything that the parent or relative can do to increase the 
feeling of security and belongingness in the speech-handicapped person will 
i have an effect upon the speech improvement. The elimination 
"atl is essential. Sometimes children are known to stutter at home 
ed. A five-year-old boy started stuttering after his mother 
ei pes e was waiting for her to come home. The adult aphasic needs 

latives who understand how to help him. i 

A or of attitude toward the speech-handicapped child may be im 
portant, Is the Parent oversolicitous, rejecting, or perfectionistic? Being 
good” parent will help. Wood has said that "the mother and father be 
cops e role of a better parent in constructing T ie 
home e child will want to liste nib ssl ani al ee s 
sane 1 respond ual be md to what is said and will have a 

Mets 
Ee ues adds E rae child's problem. He hears one at 
type of speech problem that the irepl mother may have the same 
e is the therapist doing if the child goes m 5 pen ac rini ee 
patterns? 3 Speech re-education will be slo i d tliis oer 
Mid sisters can w unless the parents or olde 
also serve as models of ‘ 
ES ed : els of good speech. 
ing of speech disorders 
will be hel ers, as to types, cause , 
M pful to th ; ypes, causes, and remedies 
4 to thé parent. Articles and boo i ye quibus. 
found in a special bibli n ks, written for the pare 

In pecial bibliography at the end i pee 

schools where a s; diii E at the en of this chapter. 
it the d for parents are often hi M is employed, conferences and 
» the parent learns Bm a HOTA 
rstand the need and 


t the end of 


; specia! 
| and observation 
value of speect 

| T" peech 
i Fortun pe i the parent who lives in a 
available, In some cases, however, 


to the overcrowded program 


school district 
the parent may 
of the therapist 


where speech therapy 
not be able to obtain 


Homework for thi child enro] e 
e hil i 
| T lled in Speech th Ta. 


peech notebooks are often 


Py varies ac i 
. cording > 
represent certain sounds be Sem 


post is asked to secure 
n Clas. After the child 


used. The 
ing studied i 
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has learned to say the word, the therapist may ask the parent to spend a few 
minutes each day with the speech book having the child name the pictures, 
I his procedure helps the child to reinforce the sounds. 
.. Visitations to the clinic will help the parent to understand the procedures, 
Through demonstrations, the therapist may show the parent how the child 
can be helped at home. However, in many instances it is not desirable for 
the parent to give any direct help on speech. It is enough to cooperate in 
some of the other important ways; for instance, just being a good parent 
may be enough. 

The parent should work toward these goals: (1) to face facts about them- 
selves and their children's speech problems, (2) to improve home influences, 

3) to cooperate with the speech therapist, (4) to learn to understand speech 
problems, and (5) to encourage the child to improve his speech without 
nagging. 


COORDINATION OF SERVICES 


The person with a speech problem is often seen by members of a a 
of professions. Coordination of the findings and recommendations n 
various consultants is not always satisfactorily achieved for the M 
the speech-handicapped person. Confusion may arise, particularly i 
recommendations do not agree. ; ; - 

Since speech problems may be associated with bulbar ne 
congenital aphasia, hearing impairment, laryngectomies p d 
bral palsy, cleft palate, and organic dysphonias, the nee - pi sne 
and cooperation of members of the medical profession 5 num 
hospital clinics the speech therapist, by necessity an 


losely with the medical specialists. — : E. 
In private clinics for cerebral palsied children; all A the men 5 E 
staff usually function as a team, working toge a or he ee 
child. Periodic conferences are held to explain i hu 
team is doing and how the others may ai? bur a A 
therapist who can work with the speech on y oga M. nib ae E 
tional therapist or the academic teacher how t ma ae atcan, a neu 
The cerebral palsied child requires the services Bet e 
slogist, a physiotherapist, a psychologist, an on bees 
donk teacher, a speech =. as ya a 5) buc visti T oe 
functioning speech program for the c ES 
LE ahin with all members of the team will pem among 

The child with a cleft pa 


blem o! 

late also poses a pro pe E 
he various specialists. The team which bape pe pa ge " 
oye ess and recommendations for the aa Bog Pristhedonit 
cle ft Pls includes the plastic sagen the kn og * d P Hat 
dando ts, the psy > 

ist, the teacher, the parents, E 

the otologist, t * the audiologist, and the olrne er problems ci d 
speech therapist, i ith other types of spe rone 
PThe team approach is needed wi 


i brain 
impai: ing, aphasia, and Dra" a, 
ic factors. Persons with impaired ae ui rious diag: 
by a es those who need a team of expe! 
age are a 


fy the va 
noses an d recommen dations at peric )dic inter vals. 


works 


uss the needs 
On the team 
her, a princi 


In some schools, child-study groups meet regularly to disc 

recommendations of children with specific problems. 
for the speech-handicapped school child may be a parent, a teac | 
pal, a psychologist, a speech therapist, and others who may be definitely 
interested in helping the child to meet his needs. 

In situations where the team of experts does not function per 
the child may be shunted from one specialist to another without anyone to 
coordinate the findings or recommendations. Kantner raises the question, 
“Who will put the child together again? Dr. Kantner develops the point 
of view that each specialist should try to make his specific contribution fit 
into a whole pattern. Kantner writes that “one is tempted to suggest the 
addition of yet another specialist to the bewildering galaxy already in 

14 


field . . . a specialist, shall we say, in ‘wholism’. 


iodically, 


the 


SUMMARY 


Speech disorders have been described as to (1) definition, (2) tvpes, (3) 
suu (4) incidence, and (5) handicap. 

Een of speech pathology is relatively young. In the public 
schoo s, state legislation, permitting financial aid for speech-hand 
oe developed largely since 1940. Training te ps4 T «pes 

ges and universities hi ent cage orien 
splines nesta e Profesiona 
The major problems which the ma i ap iit i 
ED lack of communi $ inistrator faces in starting a new pro 
(2) inadequate supply of eR awareness of the need for speech therapy, 
EE Serin e and (3) insufficient funds or space 
€ uccess ul program must have the coope 

y persons and organizations. ‘The admini i pM 
oat ghekdon of hina the program in 
eile the esis ead on aldeen and adults, (2) work 

e educational program eei 
cute onsec en, en i 

usually taken 7 me as tor any Oo. > p 
therapy. Adults ^s x Tue regular classrooms twice a 
x g. The classroom m ee od € special vocational coun 

speech re-education nt or relative are im 
e ‘te ation process of an indivi Dc ee ne Denon 
am concept, or the tes with a speech problem, 
all services of specialists, is 


important if 
the speech handi 
e rehabilitation pro ain person is to achieve maximum benefit 
P "hts 


o speci al 


ep » Deed to be i 
est training practices be improved and Š 


conform with the b 
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2. Developing awaren 
; awareness for the nee, 
munities is needed. Surve alk ex oe 
ted. Surveys and talks will help. 


2 > 


xecruitment of stud ents to stud € are; 
| : y in th area of speech 
7 pathology 


should be encouraged. 


Pr 


PY in many com. 


i xx th © classroom teachers should be required to pass speech | 
ciency tests before entering the teaching profession. Principles and m 

n que s of speech ae and speech improvement which the teacher can yg — — 
in the classroom should also be taught to every cl in 
a classroom teach i 
training or n service $ "UU 
pecial attenti an needs to be given to particular groups or types of 

peech disorders. Those speech problems, associated: with cerebral palsy, | 
eft palate, and ‘slow learners, present different issues from those of the 
functional, articulatory, or stuttering type of speech. A state speech and 


he n ‘sultant, who can devote full time to the organically involved 
peech-handicapped child and adult, may be desirable, 
6. Nor enough speech aid is given to pupils in the high schools, They 
need to be found and helped. 
\dditional research and study are needed in all areas of speech pathology 


ind related fields. The development of speech and surveys have been ex- 
plored rather adequately. However, there is great need for more knowledge 
concerning (1) techniques, (2) administration of program, and (3) evalu: | 


ation of therapy 
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UNDERSTANDING THE C 
HIL 
PALATE* D WiTH E 


HAROLD WESTLAKE 


The problem of dealing with the cleft palate 
specialists alone. The behavior of the tamil pe a a 
employers, and even of strangers may be significant. Perhaps relatively few 
readers of this article will work directly with a cleft palate problem; but every 
reader may deal with one indirectly many times; thus the information here 
presented should be helpful. 


How THe Crerr Occurs 
_ One child in every 750 live births has a developmental irregularity affect- 
ing the upper lip or the palate, usually referred to as a cleft lip or a 
palate. The term cleft denotes a space or division, and actually means 
openings between folds of tissue that did not grow out to meet each 
and fuse to form a complete upper lip or palate during the development of 
the child. 

Early in prenatal life a stage occurs when the embryo has no face at alli 
the place where the face will later develop is occupied by an irregular trap 
zoidal space. The lower half of this space is bounded by an arch of tissue 
in which the mandible will be formed; the upper margin is made up of 
tissue in which the cranium and brain will grow. This area which the face 
will later occupy is gradually filled in by three folds of tissue. One 
vnward from the upper margin of the space; two folds 
des of the mandibular arch below and grow upward and fo ch 
d fuse the face is cue The fold wh 

head, the upper margin 
a PP lds which grow 


grows dov 
from the si 
When these three folds meet an 
grows downward from above makes th 
eye, the nose, and the middle portion of the upper lip; the fo 3 
inward from the sides of the mandibular arch make the cheeks, the 


borders of the eyes, and the outer portions of the upper lip. 
of Speech Dt- 


issi rnal 
*Used b jal permission of the author and of The Quarterly Jou 1 
Walki Sak of speech correction and director of the Speech and Hearing Clinic, í 
Northwestern University. 


makes a division between the nasal and oral cavities, 
. The front part of the palate, roughly the 
th and having the rough surface called 
ge from the mid-portion of the upper 


lip. Two plates grow inward from each cheek and join in midline to form 
the smooth part of the hard palate and the soft palate. The front borders 

of these plates meet and fuse with the wedge that has grown backward from 

the mid-portion of the upper lip. 

The lines along which the fusion has taken place to form the face and 
palate can thus be visualized. On the face the lines would follow the lower 
eyelids, then descend along the sides of the nose, and finally dipping in a 
E toward midline would go straight down across the upper lip from each 
nostril. The lines of fusion of the palate would begin on each side at about 
the points of eruption of the upper canine teeth and proceed at an angle back 
oe toward midline. The two lines would meet at the center just behind 
s ins and m proceed Lge ge as a single line along the center of 

1 soft palate to the tip of the uvula. No visible trac 
fusion shows on the face, but a line i ee ae ee 
j a line is usually visible in the midline of the 
E ae d palate, prede backward along the sof té dine s 
of any part, or failure of the p: ca 1h 
nul : parts to fuse once the 
Fo id B seen E along the lines of union. " Clefis 
E of e rarely seen, possibly because a developmental 
e. E ue great for the embryo to surviv hy Mo 
affect one or both sides of ei ate occur more frequently. The cleft may 
Bent dii e upper lip, the upper alveolar arc . 
rd of the hard palate. S here i E a d 
fusion for th 5 . Since there is only the single cente > 
i e remainder of the hard palate and pecate 
these parts can occur only along th papam the soft palate, the cleft of 
degree: the y g that line. Clefts vary in loc 
y may be small notches in the li 1 keen and fa 
soft palate, or simply a short divisi in the lip, perforations in the hard and 
i rt division at the end of uvula; Es i 
hey may affect both sid ru unla, on he ather t 
d sides of the upper lip, and both si dome v 
E donne on the se id à th sides of the front of 
e through the rest of the hard 


and the soft alates. Clefts occur in all degrees and c ombinations of loca 
| * eek x 
pi g a 5 4 


The palate, which 
forms a little later than the face. 
ion bearing the single cusp tee 
the “rugae,” grows backward as a wed 


Tue PROBLEMS PRECIPITATED 


The 
ea oe of a cleft carries many 
aie ma aportant is the cosmetic 
imi i 
"s Cx n s mobs and short. 
Y erupt unevenly, 
€ upper jaw to 


THE CHILD WITH A CLEFT PALATE 


347 


HAROLD WESTLAKE 


348 


establish a relationshi between t iti i 
predominantly of the ndis Std = a Pig 
persons reveals frequent signs of infection, even in those h Pettis 
escape handicapping hearing loss. A defensible, if not alto de b 
Interpretation is that although the ear is not primarily e de- 
velopmental interruption, it is secondarily involved in that the del 
E p makes a ear more vulnerable to infection, y 
Ye speech is usually affected in two ways: the voice; 
nasal, and articulation is difficult. Fully as important es d TEN m 


€xpect or encourage.the youngsters to try to talk. Others, by correcting 
even the first words, make the children feel from the beginning that they 
cannot be understood or that what they are doing does not satisfy their 
parents. As they grow up the poor speech calls attention to the problem, 


Problems like stuttering, hearing loss, or a cleft palate are generally recog- 
nized to be less difficult to deal with in themselves than in the effects they 
produce on the persons. The baby born with a cleft lip looks different 
from other children, and parents react to this difference. Possibly too much 
has been written about feelings of guilt and rejection which are expressed 
overtly by a few parents and interpreted by professional workers in others; 
nevertheless, parents cannot help feeling a tremendous anxiety for the baby 
who is certain to face many problems in growing up and making his way 
in the world. From the very beginning he is likely to have a serious feeding 
problem. The early experience, considered important to the emotional ra 
velopment of an infant, may not be satisfying. Instead of experiencing 
soft, warm feeling of the mother form, he may encounter stiffness and ten- 
sion because of his difficulty in nursing and swallowing. The emotional 
environment of such individuals is likely to be strained from the beann 
and to remain abnormal as they grow up in the different attitudes o dd 
family and friends, and later of strangers. A "different" child faces a 
where difference poses hazards. j 

The listing of onde problems should not be interpreted as an abstrac- 


i i i ssarily d 
tion of the personality children with a cleft hes. pU. they ae 


Many of them have had such good surgical an are th 
unusually good looking. They do not have to haye vp. d 
losses. Their speech may be average or even better, at 
yersonal adjustment is good, even when appearance a could Gell 
The conclusion that all persons with cleft palates a mie por 
roneous, and the sympathetic feeling often resulting from 


might make a good adjustment difficult. 


Tue Group Approach 

r as a part of or as a result of 

fession can deal with it com] 
ments among 

prs ] responsi- 


kes the genera 
ts as he sees the need 


The variety of problems that can occu 
cleft is such that no one person or one prote or 
The trend has been to work out cooperativ 


urgeon tà 
most common plan the s ake 
i Is to other specialis 


workers. 
bilitv for a child and makes referra 
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In another plan put into motion in many parts of the 


other services. ut anyi dos 
odes no one person makes the decisions; a team of e ialists makes. th 
i ilitation. The complete services 
inati ks out the plan for habilitation. ] 
Se in n. d à orti xlontia, p 


of a team include pediatrics, surgery, ps" korr ee e 
thodontia, social service, psychology, speech, otology, and psycaiatty p 
pediatrician is responsible for the general. health of the patient a aa 
termines when he is strong pr a to withstand surgery. The surge 
usually closes the lip as soon as a baby is strong enough; if the p alate is to be 
closed surgically he does this at the appropriate time later I he surgeor 
subsequently performs a series of operations such as making adjustment on 
the nose and lip, gr eren, and freeing scar bands at intervals during 
the total growth period of the child. 

Many dentists to have worked on habilitation programs hold that cleft 
palate persons are highly susceptible to dental caries. If prosthodontic appli 
ances are to be used the patient must have teeth to which the appliances can 
be anchored. The general dentist plays an important role im caring ! 
the teeth and maintaining good oral health. The orthodontist does much 
to improve the appearance and speech of the child by straightening the 
teeth; to the extent that he can widen the maxillary arch and shift the incisors 
forward he makes more space for the speech activities of the tongue. By 
either extracting or moving malpositioned teeth he can make the configura 
tion of the dental arch more regular, thus facilitating the precise valvings the 
tongue must make in articulating. The prosthodontist supplies missing 
teeth. When the crippled upper jaw has not achieved the downward and 

growth necessary for good occlusion with the lower teeth and sup 


rs ia pper lip to make a satisfactory appearance, a complete denture 


or 


close over the appli 
eminem 


interviews mem- 
cture of the atti 


"i. 0€ psychologist gives tests of 
The Psyc vui Works with emotional oo. ini 
Fe y with speech difficulties. All serve is pla 


need for 
lem in conducting the 


y different services presents an 


: administrativ. 
staff meetings at which progra: gie aea 


ms are projected for 
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new cases and reviews of 
sit around one table and rev; 
laborious, and a tremen 


sumed. "Therefore, it is expedient to carry out the staffing with a skeleton 

oes composed of the social service worker, the surgeon, the orthodontist, 
à ü 

the prosthodontist, and the speech therapist. Other persons are called in 

for consultation on particular cases. 


Tue PROSTHETIC APPLIANCE 


Prosthetic appliances are being used frequently with cleft palate cases, 
As stated above, the involvements vary greatly from person to person, both 
as to degree and location. Sometimes the surgeon has little tissue with which 
to build a satisfactory palate, and rather than risk an unsatisfactory result, he 
decides upon an appliance at the beginning. Sometimes the surgeon can 
repair the hard palate but is unable to make a functional soft palate, and 
the prosthetic appliance supplements surgery. And sometimes when the 
age of the patient makes an operation inadvisable, but better velopharyngeal 
closure is needed, the appliance is the only recourse. 

The speech appliance consists essentially of three parts: (1) a front por 
tion corresponding roughly with the area of the hard palate, (2) a bar which 
bridges the soft palate, and (3) the speech bulb which is molded to fill in the 
space between the end of the soft palate and the walls of the pharynx. If 
the hard and soft palates have not been operated at all, the appliance is 
molded to fill in the clefts in those areas as well. K : 

Ordinarily the function of the front portion of the appliance is to provide 
the retention for the whole device. Retention is achieved by clasps fitted 
around the subject's teeth. Missing teeth are supplied as an integral part 
of the appliance; when the downward and forward growth of m 
has been markedly deficient, the appliance completely covers the M a 
teeth, and a full set of artificial ns is El in Kids the post- 

on the subject's own teeth would have had in norma h. 
z The aid podion of the appliance is a simple bar connecting the speech 


bulb and the front or retaining portion. The speech ap pe 
to the end of the bar, almost completely fills the space ma WE 
the palate and the pug walls. beans mu s peris 
:laxed, the space between the outer rim of the P 
er Ed but still sufficient for drainage and normal ine olive 
the nasal pharynx must be sealed off to build up oral = tei 
or fricative consonants, a mild contracture ru. 5 herr 
tablishes a contact between the margin of the bulb a vely high 


The valving above described is in terms of a buth ne bis! d 
in the pharynx, approximately on a line with the ; ig it poin A E 
he hard palate. The bulb can be placed in a lower pos pes 

P downward and backward direction, 


= has a i k 
cases, € n. and the valving is achieved by a connate e 
pora hich contact the bulb as they shift ie wo 
XA the pillars are just a little to the side of de E boe bee 
wei c ma for drainage and respiration. Atho g 


position, the most favorable 


are inclined to place all the bulbs in one 
ency of muscle 


‘tion should be determined for each subject, since the effici 


activity seems to vary with different persons at different levels. 

The permanent usefulness of an appliance depends upon the maintaining 
of retention. Since losing teeth is a threat to retention, oral hygiene 
is of great importance. When cooperation from the subject or the subject's 


family is questionable, the appliance is a doubtful investment. In such a 

case if surgery is an option it is usually the better one. The specialist in 
should see subjects who wear appliances at regular intervals to main 

tain the teeth used for retention and to check the fit of the retaining clasps 


Tue THERAPIST AND DracNosis 


The speech therapist functions on both the diagnostic and the service pro 
grams. In the initial examination, the speech therapist, the surgeon, and the 
donl pees are all interested in the same structures; but each interprets 
wi pe from his own orientation. When the whole problem is as 
sessed E peh therapist presents his opinions on the adequacy of the 
Lc r speech and gives his judgment on what should be done to im 
po s chances for good speech. 

evaluating a cleft palat peec i 
on E pua Dems h y deer may emphasize the 
RUM negla rtant facts. Knowing that a cleft ex 
inctively gets a i pce 
E Er ^ a ci = » light and studies the 
End ow well the person can talk. Is 
a essure soi ati 
ORE p unds? Is the ratio of nasal to oral reso- 
nance ry? What sounds are not made? WH 
E» e? /hat sounds are made 
3 which the sounds are made is just t 
| d e sharpness of the sounds. The person il de erlat mur 
| E 1 with a cleft palate ma 
: ay 
culty may have no direct relation. to emalie E 
e speech therapist observes the len riga A. 
e ee gth and movement of the lip; he 
€ lip, alveolar arch, and hard and ins 
pend r and soft palate 
sound into the nasal cavitv; he 
pper dental arch and palatal vauk to s 
tongue to move freely; and e 

n y; and he evaluate 
eeth that have erupted out of line : 
na the pharyngeal walls to dud a 

t to ed Bood uie nf.an Sion or e herher activity would e aE. 

inr : ance. He must a mi à 

major Es for speech. The soft pida n ene 
9 serve well on a inia 


po is adequate for the 
E missing teeth and t 
E" the activity of the soft palat 
osure can be made more e 


ent. To be 
must have sound Ee by a team of s 
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l. There are few subjects whose speech cannot be significan 
even when the structure appears to be most inadequate for speec 
though little can be done to improve it. 


2. One of the inost useful ways to develop speech in youn, 
children is to cultivate in the parents an encouraging, receptive 
wards the children’s first speech efforts. 


3. The goal of speech training is to improve oral communicati 
clinician frequently best serves this end by helping the children to 
the sounds they can make fairly well. The sounds that the cleft 
child should make as well as anyone are sometimes the ones most d 


4. It is usually necessary to reduce the effort made on the m 
sounds. The cleft palate child sometimes works so hard at produc 
ments impossible in terms of the existing structures that the excessive 
distorts the preceding and following sounds. Intelligibility is 
siderably improved if he is taught to omit or to slide over the so 
he is not equipped to produce well. 


5. In spite of inadequate velar valving, most consonants can be mad 
ceptably if they are made quietly. With reduced effort, nasal esca 
not be heard even though it is present. 
, 6. In the past too much attention may have been given to 
and palatal valving. Phonation is also important. If the balance 
nance is in the direction of nasality rather than orality, reducing the 
is not the only way of establishing proper balance. Often the cui 
routine voice improvement drills in addition to special techniques 
| xalare cases. 
| i 7. In the past certain clinical clichés have been Ne n 
| having all voice cases develop diaphragmatic breathing and having : 
bral palsied persons relax. The cliché for the cleft n e 
have him "blow." Many hours have been spent by children w. 
influence the inevitable even dispersion of gaseous es an s 
through the mouth when there was no necessary sneu barie 
| the air stream. The almost universal use of blowing ug a 
scientific method, but the current rejection of blowing be 
clinical cliché. The writer believes that blogue pesi. y 
children who have fairly good operated palt: a es 
improvement, or with children who have x p 
which they must learn to use, can be rewa por Nen 

8. A period of training before an appliance is pee 
if the speech therapist uses resistive ed Mer and 
the pharyngeal wall, he may develop a Rio e e Ele die pond 

for foreign materials in the mouth that will the appliance. 
ogee more freely in taking impressions and Wis developed will 
the actual increase in muscle activity that Pee bine 
the chances of using the appliance efficiently. 


the speech therapist is constantly studying the general con 
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s many ideas concerning the shape 


activity of the structures and thus develop 
pate petes E EK i) oh rson an objectiv e 
One of the best ways of giving the cleft palate agen? bie 
"at I tional attitude toward his problems, as well as a rea" n 
Be is training, i let him observe normal palates 
into the objectives of his training, is to tet him 
E them with operated palates and appliances. 
is a mistake to think all children, particularly adolescents, are going 
- : dg h h 4 oh anges in speec h ana 
to accept an appliance gratefully. Even when the changes ' i 
ce are dramatic, some persons cannot accept them. T hey are Mu ] 
aware of being “altered” and the difference, even when it is apparently 
for the better, makes them feel self-conscious with their friends. Often 
they seem quite unable to accept the sensation of a bulk of mat rial that 
fills and changes the whole oral and pharyngeal area. W ith most childre: 
probably too little time is spent in explaining what is to be done and in 
preparing them for the changes. 


Wuart Anyone Can Do 


- Clearly, the remedial treatment of cleft palate persons requires a therapist 
of specialized background and experience; yet, as previously observed, many 
non-specialists have to deal with cleft palate persons in some way. Most 
speech teachers, no matter what their major interests, want to help handi 
capped persons. Perhaps this discussion can help to channel the assistance 
When a teacher is confronted by any special problem he may be so acutely 
aware of the unique services he cannot give that he forgets what he can 
do. For example, the teacher who has a hard-of-hearing child in his room 
may feel frustrated because he cannot give the child a hearing aid; the 
er may forget the more important things he can do for the child; he 

can make the child a respected and wanted member of the group; and he 
can teach him to read. The following suggestions that any mature person 
Eom in Gedling with a cleft palate child lack the dramatic frame of 

» ey may be more helpful than anything a clinic can do: 
1. If a child with a cleft 


some place for him in the available activities. 


is In drawing à cleft palate child into any activity, be 


d ; ate persons have personal problems as oth 
i Possibly their problems are more acute. Knowing what some of 


license to expose them 
individual who chooses 


il to talk if he wishes. 
ill himself Rive 
est of a mature 
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s. 


^. Personal appearance is 
grooming, cosmetics, and other erc D —€— 10.0 samedi 
= — nh hould be encouraged to do Per Geop 
. inarily the services i 
- entire etas period. Sani «a fa palase o 
adviser and the pa Oses contact with his 
can be done, wap tale TO e thet everything das ed 
at x rores í gs were done that could be a 
^t a certain age. Assuming an active role in referri ace 
touchy problem because parents and children AM 
lems by forgetting them. They may resent a uos solve th 
subjects. Ordinarily, th ibili wea 
y, the possibility of additional treatment should 
plored by the school nurse or other health officers. A teacher canno 
a positive recommendation, but she can often raise a question tac 
with a nurse or parent and possibly thus initiate Further assistance. 
youngster who is being overlooked. A review of case history should be 
by a specialist or at a cleft palate center rather than by the family phy 
but such a suggestion must be made tactfully so as not to give offen 
6. Unfortunately many families and dentists who observe the d 
teeth in cleft palate cases conclude too early that there is not mu 
in preserving the teeth; they believe a full denture will have to be us 
anyway. As was explained above, the subject's own teeth, however 
lar, can serve as the essential anchor for the prosthetic devices. To 
stable speech appliances for persons who have lost their teeth is o 
possible. Urging regular dental care and good oral hygiene is an imp 
service to the cleft palate child. [ 
7. Even though in many states facilities for good habilitation a 3 
able to families of low economic level at no cost, some people, 
personal, financial, or family reasons, cannot have the help they 
mediately. Providing information on what can be done later is at I 
good ego support. Without being wildly optimistic, one can be reass 
on the final outcome. Probably no handicap appears worse | E 
palate in a newborn child; but no other problem can be dealt with so re 
at such relatively small cost. With cooperation and insight on the 
all concerned the prospects for overcoming the handicapping aspects 


deformity are promising. 


WHAT PARENTS SHOULD BE TOLD ABOUT 
CLEFT PALATE* 


NOAH D. FABRICANT 


Knowledge of the existence of cleft palate in a newborn infant often comes 
as a considerable shock to parents. For many people cleft palate brings to 
mind a squeamish recollection of some person once seen or known who had 
difficulttounderstand speech, a facial deformity as likely as not accom 
panied by "harelip," and which aroused a mixed emotion of pity and revulsion. 
Unfortunately, cleft palate has had this implication for many people only 

they have not been adequately informed about the vast possibilities 

the child with a cleft palate actually has today to develop into a normal 

E this connection, physicians can play an important educational role 

outlining to parents the modern-day facts about the management of cleft 
te infants and children, 

man With, it is perfectly natural for parents to wish for the birth of a 

new offsprin, 


ld be mid that cleft palate is no respe 


by Special permissi abricant a ol e e, Ose a: 
ion of Dr, ricant an yi 
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According to Backus, one of the best ways paren! i unemo- 
tional acceptance of the problem is to start Babar tone TENE 
fact way, mentioning casually to other people the presence of a cleft palate or 
lip in the newborn infant. The news itself should produce less gossip value 
if it is accepted openly at once. Indeed, parents who become adjusted to the 
idea of having a child who has a cleft palate will often raise a child who will 
develop into a well adjusted person. Like charity, adjustment should begin - 
at home, and for parents adjustment should start from the day of the om 
infant's birth. The infant should be treated as nearly as possible as if he were 
normal, and the parents should be instructed not to become over-solicitous or 


overprotective 


In children with cleft palate a number of special problems are likely to 
develop. For example, such children are prone to infection, and especially 
infections of the middle ear. As much as possible, upper respiratory infections 
should be treated with a sense of immediacy. This is also true of exposure to 
contagious childhood diseases. Indications for tonsillectomy and adenoide — | 
tomy should be established only after sufficient joint consultation between — 
otolaryngologist and oral surgeon. 


It is important that parents be made to understand that the best type of . 
cleft palate surgery is performed by a specialist skillful in cleft palate 
surgery, especially since surgical repair of a cleft palate or lip involves more 
than “closing a hole.” The responsibility in great measure for providing as 
normal and attractive a facial appearance as is possible to obtain falls, of 
course, upon the oral surgeon himself. Also upon him rests the response 
for constructing palatal tissue that is capable of normal function an ro. 
tually of normal speech. Parents should be reassured that fatalities 


cleft palate surgery are extremely rare. 


; Meu. E 
In addition to the services of the oral surgeon, it is important that the par- 


ents obtain the advice and services of a dentist from the pe n pé 
of the first tooth at about six or seven months of age i a T lopmen' 
of the jaws has occurred. The dentist should be an indivi e e ec 
hends the special dental problems associated with the bor pue 
From time to time, the dentist, in turn, finds it jose n a 
sistance of an orthodontist in the management of special den p! "t. 
intus 
Parents of cleft palate children ocu buc a med id E 
ild's li ot wi ; 
irst few months of a child's life and should n t al m 
s dei have developed before nS help. Backus paR if its role 
is = LAU servi 
ion to cleft palate the speech clinic can serv ible on th 
à bod revente and corrective, with emphasis nuu Mey Is" 
ee ative aspect. Since speech is a developmenta' p "d and 
p p vui factors, this relationship between parents, 
influenced by various factors, à ee 
speech clinic will extend over a period of se y Pe p ! 


i i ini ilable in many $ Y 
/ sr residential clinics are availal P 
en Fux g adults and adults with cleft pa fe Par 


ildren. For youn à ; 
palate children linics offer an em sium field of cleft 


college and university ¢ 
facilities have contribute 
palate defects. 


d greatly to the pr 


HEARING AND SPEECH IMPAIRMENT IN YOUNG 
CHILDREN* 


WALLACE RUBIN AND JEANNETTE K. LAGUAITE 
D 


Most of us are aware of the recent advances in the "ear rm — 
of hearing loss in adults, but there has been comparatively litt e n » 
hearing and speech problems of young children, that is, = x j sus 
years of age. The general practitioner, the otolaryngologist, or the pec — ia 
‘are often the first to be consulted concerning a hearing or speech problem in a 
young child. Frequently the advice given is to wait for improvement. Were 
these chi investigated thoroughly in the beginning, proper treatm n 
could be instituted and further problems, such as speech deterioration and 
eruit maladjustments, could be prevented from developing. It has 
through the efforts of those working in the fields of clinical psychology, 
therapy, and audiology that progress is being made. We feel that 
ician should no longer avoid this responsibility but should work hand 


k of develop- 
to realize that 
nd. The train 
other children 
make the dif- 


ment of speech. One reason for our difficulty has been failure 
is not th 


he average physi- 
d Unfortunately, 


» 8$ we have all learned from experience 
; pure tones are un 
Hitabe muli for young children. Actually, the child does not respond 
"Used with speci 
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consistently to pure tones because he is immature and they do not 
anything meaningful to him, such as does the sound of a bell or whistle. wo 


other words, the child is no more mat i i 
rele ature perceptually than he is physically or 


Speech develops in a normal hearing child as a result of two forms of 
stimulation. First, the urge from within which finds expression in vocal form, 
and second, auditory stimulation from without, in the form of words which 
reach him through personal relationships. Both of these factors can be present 
for the deaf child. The first factor is natural, that is, the urge from within, 
and the second, that of auditory stimulation from without, is up to the people 
in his home environment. In infancy, a deaf child's social relationship should 
not be different from the normal. All obvious wants can be satisfied because 
they relate to the body and are simple. As the child grows, however, gestures 
do not suffice as stimulation for the mind. The child must be able to hear and 
use language in order to be able to develop abstract concepts. 


An extremely important fact that has not been realized until recently is 
that there is absolutely no difference between the vocalizations of the n 
child and those of the child who is severely deafened, up until the age of 18 
months.” In both, the vocal play is rhythmic and there are natural variations 
in loudness and pitch. They show trills of laughter, indignation, and emotion. 
Contentment is evidenced by quiet rhythmic tones, and urgent desire by 
louder and stridulent ones. These, we all know, are considered normal. How- 
ever, after the age of 18 months, if the deaf child is left to himself, ieee 
to lose interest in using his voice and becomes more and more silent, im 
he is disturbed emotionally. When he begins to use his voice sx kn i 
wants known by pulling, pushing, and gesturing. Here at he um E 
months the psychological and emotional breakdown of m c » E je a 
the natural pleasant tones of a deaf child are encouraged so tha des 

; afte fixed in the child's mind through 
repeated day after day they become fixe atic nd D 
thetic sensation. Finally, these pleasant sounds become autom: 


atural basis for the development of speech. 
as a natural basis for p ms 


ing the hearing 
Now let us return to the problem of testing tt m 
If putes testing is not applicable, what then is mhe gne AC ke ned 
the limitations of pure lones! anbe be orap piss s * freely in the ie 
Free field tests are those whereby the soun sen A 

edi area surrounding the child. This procedure is i e 
: the sounds directly to the ear as is done int dier ME 
d makers such as bells, symbols, pitchpips kie and intensity 
able for producing the sounds. us pert. Mi f be taken at 

d maker can be determinec. j 

: je the ear and thus the intensity an ae d 
d by this type of testing is determine y pos in 
o» Whenever possible, the child E Kop pag 

i c 

l. It is most effective to have bes E istances E 


presenting 
test. Soun 


range of eac 
given distances fı 
response to sound 
“cessation of activity. 
such as rolling a bal 


ds at pr A 
activity with the parent. Free field soun s 4 oid intensities are pu 
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cessation of activity response is 
s one year of age. However, the type of 


the age level of the particular child. It 
thod of examination, onc 


of fancy equipment It 


activity in which he is engaged. This type of 
useful with children as young 2 

activity selected must be suitable for 
is obvious to all that this is a simple, inexpensive me 
that can be utilized i fice with a minimum 

does require much time and patience and does not lend itself to the rush of 
routine office hours. This method is flexible and can also be used with 


negativistic or hyperactive children. 
t have been developed which are 


‘There are many elaborate procedures tha 
more objective than the one described here. Some of these other tests are 
psychogalvanometry as advocated originally by the Ho »kins'^ group; elec 

y Dy T I 
troencephalography as practiced by Marcus and Gibbs* in Chicago; and 
) show audiometry as originally suggested by Dix and Hallpike? and 

modified by others, such as Guilford and Haug* in Houston. All of these 
cwm a : " our ome of diagnostic procedures but all have the 

itation of the experience and ability of the operator and the expense 4 
difficulty of administering the test. P Lau 

We e previously mentioned that, besides deafness, 
causes od x pue to sound. These conditions are aphasia, 
in D m ess, and mental deficiency. To differentiate these conditions 
rat y life, one must evaluate the child’s total behavioral pattern. This pat 
E o dene through a detailed history and careful clinic al 
— opem um on to a study of motor performance, mental capacity, 


We do no ici 
idi En s io een P a proficient practicing clinical 
$ chiatrist, but if ‘we : i 
E ee 4 ychiatrist, are to make sensible sug- 
o p , we must acquaint ourselves with i 
Sor of the emotionally disturbed, the aph TAS adu apu em 
Fh , the aphasic, and mentally deficient 


there are other 
psychic or 


So that we ma 
: may have a basis for compariso i 
the characteristics of a child with a true pearing ee His a 


1, Speech development is retarded. 


2. The voice has 
; a characteristic tonal i 
3. hee the child speaks as he oo, BAM. The: car wontons tonal 
- The child i ; : 
utilitarian € ie sound for pleasure, but uses his voj 
Ee or example, he does not sing to hi s his voice for 
4. The child iie ria when he wants food and Pi E iiia 
ei he deem seated that is, by means e pos 
5. The deaf child imself into his environment to at his voice and 
Maus Motu vai to make his wants kn ttract attention, 
avior which is a form own, that i 
of langua is, he 
ge. 


6. A deaf 
child responds consistently to those sounds he can 
hear. 


. [s y vement h 
A deaf hild is un u o vib 
usuall sensitive to vil ration, mo 
> and ot 
, er 


8. The gait c 4 
gait of th ild i 
s M is often characteristic, ‘J h 
loesn't hear himself walk 1c. The child may dra 
7 g 
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9. A deaf child often makes a grea 
t d ise d 
bec ause he cannot hear himself chew. Be 
10. "The deaf child has poor social rapport; there is much p 


objec ts anc things an li € co ve and take 
] th d ttl ntact in a 
Bg 


Some of 


arc 


the characteristics of the child with psychic or emotional d 


l. This child has a history which reveals that he has been c 
primarily a behavior problem rather than a problem of he: 
ment 

2. Most have good vocal quality. : 

3. Frequently the parents give good evidence for hearing. 
make a statement such as "sometimes he seems to hear me.” Of 
dren will produce speech, such as “yes” or “no” under stress 
or when they are separated from their parents. We can thus con 
that they have been able to hear within normal limits. 

4. Their laughter and gait are usually like those of a normal h 

5. Often, paradoxically, they respond to what may be call 
sounds of low intensity but show no response to high intensiti 
though these may be expected to stimulate pain and fear. — — 


Let us now consider the aphasic child. 


1. The aphasic child is most inconsistent in his response to sound. 
2. He does not gesture if he is a predominantly receptive type, b 
lacks symbolic language. 
3. He does not respond objectively with his hearing. 
He does not respond well to vibrations, movements, or other v i 
Aphasic children are T4 attentional problems. They sent 
abnormally preoccupied with one activity. M 
6. The aphasie child E be trained or conditioned to respond to sou 
which he has learned to interpret. For example, an aphasi 
be taught to respond to the noises of removing a cookie id 
Psychological test results usually show wide decenas d 
bal and performance levels. They may also reveal cl anne 
ceptual disturbances of the brain damaged. 


Vi = 


M 


Finally, the symptomatology presented by the mentally deficient 


He is deficient in curiosity, imagination, anett a 
There is a generalized retardation in kir Md 
The response to sound is erratic, ep yi E ks 
Subtle responses to normal speech Kir s e OI 
Vocalizations are made for pleasure and the q 


ith normal hearing. s ? i 
Thee se leds other evidences of interference with physical 


ment. 
Mental tests, w: 
tardation. 


Vir odi = 


E 


> 


hile not always conclusive, usually ee 
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HEARING AN 


We have stressed the importance of diagnosing hearing impairments and 
speech retardation at as young an age as possible from the following aspects 
1. Advantages of early training. 
2. Methods of hearing testing. 
aired child as compared with the 


3. Characteristics of the hearing imp 
emotionally disturbed, the aphasic, or the mentally retarded child. 
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4 ates 1949, the first class for “Children Who Hear But Cannot 
peak” was organized in New York City at Junior High School 47, Manhat- 
m under the guidance and dierction of William Calvin Barger, M.D, 

chool Psychiatrist in the Board of Education’s Bureau of Child Guidance. 
There were six children in the initial group, which has since grown to 
twenty-four. Several more children during the years have been retumed to 
their neighborhood schools, or have been transferred to hard-of-hearing classes 
at Junior High School 47, when it was felt that a hearing loss constituted the 
chief problem. 

Our preparation for this very specialized area was an on-the-job training 
based on sound principles of pedagogy and under the guidance of an out- 
standing psychiatrist. We were, in those early days, not sure that our findings 
or even our terminologies were scientifically correct. | 

Because we hope to invoke helpful criticism or suggestion, and to encour- 
age others who may be doing similar work, we here review our experiences. 

We have used every pertinent text and publication, and have been guided by 
the principles, methods and devices described, many of which are incorpora 


in our teaching and in this, our life story". ; E 
Because there were no known schools in New York City which recogni; 
the needs of these children, or which were prepared to handle their education, 
the School for the Deaf and Hard of Hearing was chosen to conduct an experi- 

of the deaf might be 


ment in educating them, as it was felt that teachers i 
equipped to cope with the speech problems involved. Formerly these chil | 


dren had been placed in classes for the mentally retarded, left n strug în 
the regular grades, or had been refused admission altogether. ; ed sh 
last, was a place where they were welcomed, loved, and up eb 
where through specialized teaching methods As i to sho 

slow but definite progress. We feel that Junior Hig ues ‘aus a d 


chool 47, Man 

sas a happy choice, since it has been found that many 
liest rei in teaching the young deaf child lend themselves very 
to the teaching of the aphasic child. 


some speech difficulty, either absence or 


is was not the sole 

iscovered that this was no 
n me to be known as the 
d its related disorders, 


; Il of the children had 
i m of speech, it was soon P 
handicap but only one of many, and so the group h s co 
'Aphasics. To understand better the term ‘aphasia’ an 
a brief explanation may be helpful. 


Aphasia, also known by many other names, literally means jm of num 
but in its broadest sense it has come also to include Cfor "i at least): rers 
or difficulty with reading symbols; agraphia, or difficulty wit eg sy _ 
agnosia, or difficulty in recognition by use of the senses (which w ould affec 
number symbols as well as perception of color, size, form); and even m 
which is motor disturbance or difficulty in performing skilled motor acts. To 
phrase it as simply as possible, aphasia is a disturbance in ability to handle 
language symbols, due to a brain lesion, which would be any abnormality, 
including injury, but excluding psychogenic causes. Such a disturbance could 
not only affect recognition but also association and thinking. In some types 
of brain lesions, whether temporary or permanent, behavior as well can be 
influenced. 


There are several types of aphasia: receptive, expressive, conceptual, and 
global. The receptive aphasic child has trouble understanding language, he 
sees or hears but'cannot understand the meaning of the object seen or the 
sound heard. This type has been called sensory or auditory aphasia, or word 
blindness or deafness. The expressive aphasic has difficulty in expressing 
himself and is the most common type. He has also been labelled the verbal 
or motor aphasic. The conceptual aphasic, who may have some qualities of 
each of the others, is unable to formulate concepts. When all language forms 
are affected to such a degree that it is impossible to fit him into any of the 
other categories, the child is said to be a global aphasic. i 


Therefore, since all aphasics have an impairment in understanding the 
mnt in which they live, it is up to us to structure that environment 
or them; we must help them to understand it. 


goes cm Rhe symptoms and reactions that we have found to be 
s E p me. un behavior and in the language areas. These often 
D. asamp ren; it is when they are excessive that we look further. 
Ae an {Ama ats eee in the child with a brain 
erous and varied combinations. Each child. oin ciu fa qw 
presents his own problems of per 


sonality and language deficienc di isti 
E eae aa d ns a distinct challenge in himself, 15 


i Mixed laterality: where the child is 
^ sided. The eye is normally included 
Delayed responses: a noticeable 

- Inconsistency: i 
4. Distactibility: erratic responses 


(a) An abnormal fixatio; 


dominantly neither right nor left 
t in a dominant side. 

time lag in responding. 

to the same stimulus. 


n to unimportant detail 
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actually extreme attentiveness as far as the child 
he is giving his whole attenti 
(b) Figure-ground disturbance: a blurring or inversi 
and foreground, where the main subject may blend w; 
ground or where the background itself may become 


attention. 


5. Hyperactivity: a forced, undirected response to PUN A 
him unable t inana sit om one thing to nai 
: stand countless stimuli which the norm: 
disregards "On 
Perseveration: the persistent repetition or continuance of an ; ac 
once begun, especially if the child has experienced success or ple 
Difficulty in shifting from one activity to another: the inability 
OF stop à series. 
8. Disinhibition: lack of emotional control, easy laughing or 
may persist beyond reasonable limits. 
9. Catastrophic reaction: extreme helplessness, despair or a 
enced when a child is confronted with a task beyond his 
ally accompanied by intense crying. 
10. Persistent repetition of questions over and over again even tl 
they have been carefully answered. : 
1!. Intolerance of discipline and extreme irritability. 
12. Meticulosity: an exactitude demanded by the child who mu: 
everything “just so”, usually to relieve a lack of orderliness in | 
roundings caused by fluctuation in his own thinking. M 
13. Aimless, random movements: pawing the air, waving the arms, 1 
These may result from tensions. : 
14. Abnormal clumsiness: general lack of coordination. 
15. Aggressive, antisocial, or uncontrolled behavior. 
16. Quiet, daydreaming, phlegmatic behavior. 
17. Short attention span. 


Is it any wonder that some of these children are the so-called b: 

viates, and behavior problems? However, it is the presence | aa 

characteristics, backed up by neurological examination and ae ta 

us to believe that these are typical children with some brain Wu 
In conjunction with the above symptoms, those to be expec 


other language areas are: 


6. 


SPEECH 


amn e ds: eith: ] or consonant. 
Distorted sounds: either vowel or cons : 
Repetitive sounds: stumbling, hesitating, or blocked speech. 


Telegraphic speech. 
Slow, labored speech. 
Meaningless Dosen d 

trolled flow of speech. — : 
idis of syllables Caminal om 
Reversals of syllables (Jofus for Josep Ph 


CEN DAR pN 
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LANGUAGE 
1, Jumbled language: disturbed syntax (mother, me to the store, for 
i d I went to the store). " 
2 a ane diiculy: when the child just cannot find the ae he 
“tip of our 


wants. (We have all experienced having @ word on the 


tongues”.) This often leads to — 
3. Gireumlocution talking around a word, telling all about it without be 


ing able to say it. eg: It’s round like a ball. It's red. We eat it. Et 


4, Coining words. 
5. Incoherent, inarticulate jargon. 
6. Perseveration: continued use of a verbal or written response when it is 


no longer appropriate. A child may read or write the word "bed" 
correctly but when confronted with another more difficult word may 
keep repeating the successful response "bed". 

7. Inability to separate a whole into parts or to combine parts into a mean 
ingful whole. A child may recognize the word "bus" as a whole but is at a 
loss if expected to combine b——us into a word. The opposite holds 
true with some children. 


READING 


1. Letter substitutions: 

(a) inversions (v for a). 

Cb) reversals Cb for d). 

(c) transpositions (ma for am). 

Cd) similar letters Ch for n). 

Ce) random substitutions (r for m). 
Word substitutions (was for saw). 

. Distracted reading: skipping, jumping. 
k Slow recognition of words. 

. Omission of words, phrases, sentences. 


ad wN 


Writinc 


l. Inability to form letters 
i correct] vi i 
2 Dis in bus M erm of visuomotor disturbance. 
$ A M in judging how long or tall a letter is 
* Misturbance in spatial relationships. 


Many of these difficulties ar 


Een, or tactual. Our 
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"all at once, with nothin first”. iliar pi 

without looking at details; families eee eee e 

even though only a part may be seen. In normal pe 

^ à foreground figure against a background. For e 
"reground the friend to whom we are talking, disre 

ground. These characteristics of perception do not hold 

ism whose nervous system has some lesion impairing it. 


It is obvious that there can be no single set of standards i 
children, but we have found the following suggestions in a classr 
most helpful. 


l. Limit the number of children (5 or 6 would be ideal). _ 
2. Work in a quiet room with a minimum of distractions. 
3. Keep in mind always that these are confused chil 
confusion; clarify and simplify wherever possible. 
4. ba to find the level at which the child operates best, 
there. 
5. Do intensive speech work, according to each child's nee 
6. Present only important things and in a crystal clear mani 
7. Use simple materials, free from details. Cut away or 
8. Present one thing at a time. q 
9, Wait with patience for delayed responses. 
0. Use a multiple approach: sight, hearing, touch, taste, 
l. Work with each child individually as much as possibl 
distractions, until he can work independently. (If 
or dark surfaced table, screens, to isolate child may 
12. Create situations in which the child may experience 
13. Use a wealth of concrete material for beginning num 
many manipulative materials that will tend to slow do 
tive child. Placing sticks in a box or pegs in a board wi 
keep the child from rushing headlong into confusion 
14. Have many lessons involving cutting, sorting, pastin 


rceptions. E his 
15; Use the ideas of association and differentiation for perc 


color, shape, texture. ; 

16. Train id relationships by the use of form boards, p 
ing forms to outlines, copying from patterns, Es E 

17. Use color cues constantly as color perception i ope 
writing a word make the letters in different colors; 
use cards with one blue dot, two green dots, etc. 


. Bring foreground 
T dein in ye black lines or by bloc! 


]9. Bring separate parts of a whole sharply into focus by encircling them 


or placing them in a box. f ; 

20. For perseverative children, quietly substitute another a 
are ready to accept the task at hand. 

2]. Use Barger mirror techniques experimenta 
difficulties. 

22. In beginning writing have child tr 
train visuomotor perception. Using di 
help counteract distractibility. 

23, Use specially constructed paper for writing, wi 
colors to help size the letters correctly. 

24. Encourage children to articulate the sound of the letter as they write 

25. Encourage finger pointing and prolonged use of a marker in reading. 
This prevents hurrying and brings the word being read to the fore- 
ground. 

26. Try many of the methods used in teaching the young deaf child, 
such as: repetition Cuse with caution for perseverative children), 
straight language, calendar and news work, matching of objects, pic- 
tures, printed forms, lip reading devices (used here for recognition 
rather than for lip reading), etc. 


ctivity until they 
lly for writing and reading 


ace, then copy directional lines to 
ferent colors and lines will also 


th lines of different 


We find that as our children experience the warmth of s i 
success with these 
a all of which are used on an individual basis, the distu vm i p 
nl try to control the child's behavior by structuring situations and in so 
g we improve learning conditions. As the disturbances diminish, the 
kun methods are removed and eventually the child is able to functi 
Eod conditions, at his own rate. P" 
so, by using these principles, by trying to find ild's di i 
by helping him to solve them and by seeking E seta rea : : pene 
e teachers of the Aphasic groups at Junior Hi piem 
re have achieved some measure of reis acsi 1 ses Tie Manhat 
j , and sincerely 'e an eve 
ter understanding of the problem of Aphasia in the denn adidas 
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Irwin, R.B., Speech and Hearing Therapy, New York: Prentice-Hall, Inc., 1953, Pp. 
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O'Connor, T., and J.H. Rothstein, “Films on the Handicapped”, Washington, D.C.: 
International Council for Exceptional Children. 
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Rapson, M., J. Kelly, and G. Drennen, “Audio-Visual Materials arranged by Subject", 
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The Wisconsin Cleft Palate Story, 36 minutes in sound and color, is available for rental 
through the Bureau of Visual Instruction, University of Wisconsin Extension Division, 
1328 West Johnson Street, Madison, Wisconsin. : 

This is an excellent film for lay groups as well as for professional members of a team. 
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Special education has grown considerably from its inception at | 
ning of the twentieth century to the present. One needs only to 
White House Conferences of 1930 and 1950 to realize the treme 
that have taken place in services offered to children from p 
age to the secondary school level in those twenty years. Yet 
not solved. There are goals which call for accomplishment and 
increased services are not only desirable but also necessary in 
endeavor. However, it is only a few short years in the history 
he has not expressed primitive fears, ridicule, neglect or sentim 
care toward the physically handicapped and has only in the 
begun to offer educational procedure commensurate with the lim 
posed upon orthopedically handicapped children. 


SprcrAL DEFINITIONS 


Who is the orthopedically handicapped child? For purposes of t 
it is the White House Conference report of 1931 that gives a sens 
definition. It is there we find — 

i ild i ic sense is a child that has a defect whic 
Leo legende Ui functioning of the bones, muscl 
His condition may be congenital, or it may be due to disease or 
aggravated by disease, by neglect or by ignorance. 


In New York City, Henry C. Wright stated that 


ivity i ive disease 
A crippled child is one whose activity is, or due to a progressive e 
so (sime me by loss, defect, or deformity of bone or muscle, as to c 


capacity for education or self-support. Jun e 
The child with cardiopathic disorders, cerebr: y used 

or other special health problem will not be considered, since other 

this volume are concerned with those areas of special education. — 
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of this chapter, then, the orthopedically handicapped are 
who, either developmentally or through accident or disease, are limited 


or disabled in the normal and full use of bones, muscles, or joints. 


SpEcIAL LEGISLATION 
Working definitions are usually decided upon by each state cither legally 
or administratively. In earlier years they were wholly centered about ortho 
lic care and correction. In 1935, under the Social Security Act, vocati yal 
aid as well as medical care was included. This was obtained under the Mater 
nal and Child Welfare section of the Act. In 1939, under amendment: to the 
Act, all states may aid children under twenty-one years of age who have ortho 
rb or who require plastic surgery. About fifty per cent of the states 
e children with rheumatic fever, since this is often defined as a crippling 
ee and children with cerebral palsy; some hard of hearing and epi 
m" En included. Most of the services are state controlled, and 
^o ue m. their own services and programs. Other states are lim 
voted zi their services because of insufficient funds and a lack oí 
It has been the ho i 
that, und , Sie es 
of 1935, grants to de dues of ew Uic iig " is p ns y cipe 
i ropriated have enabled them & 
kd E 2 bled them to 
extend see m tural areas) services for locating crippling children 
EE oue hospitali |, surgical, corrective, and other services and care, and fac : 
m pitalization and aftercare, for children wh i iude 
m s conditions which lead to crippling. h ae CAPES or via: tie 
tate plans must i d 
provide fo r ; ‘ 
E ow 
ildren's Bureau of the D. e vetalbilitetiun gehe 
is responsible f e Department of Health, Educati “Ase 
or the administrati , Education, and Welf 
and EN inistration of Federal funds : are 
and B territories, including the District of een p Parttht e 
awaii. All have vocational rehabilitati lumbia, Alaska, Puerto Rico 
ese fpoabiltunoo peogrus through. their state 
3, $12,245,000 i 
agencies in »245,000 was apportioned to the st: ; 
ager Ea wiy so that lower o the state crippled children's 
iay Bia of federal fn. T oua vr goin states receive propor 
ti : ; one sa 
ming E to submit an ed a d — unc 
in differens use of funds. Many st: et and plan of prograr 
parts of the states ny states have crippled children's c S 
state agen at varying times. Medical atens linies 
valescent care i cy on a fee or on a part-time sz at services are paid fo 
Lig a i also provided by “wie ime salary basis; hospital and c : 
rker, physical therapist. ate. The public health n est 
or public f ntal care is povided oo d and speech the urse, medical 
ündy'and through city eachers are paid for ei eee 
gh city systems or Pent 
state aid. 


as 
er through private 


INCIDENCE 


Although children with ortho 


areas i 
of handicapping condition: 


pedi 
C conditions receive more care than ¢ her 
di d O h n othe: 


s, there is 
v qe 
steady gain in the past fev 
v years 
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by more states of accepta iti servi 

: ptance of other conditions fo peci i 
zs dient | i T special ; 
228,873 children received physical services under the state crippled o 


program, 
Congenital malformations 

Bones and organs of movements ... "E 210 
Poliomyelitis E cared pee ON 
Cerebral Palsy enr Ad EU 
Ear Conditions |... 3 13,084 oe 
Burns and Accidents "Ur . $ 11,931 He 
Rheumatic Fever 8,753 ie 
Eye Conditions 6,675 29% 


Epilepsy and other diseases of the nervous y AL 3,365 15% 
The remainder includes tuberculosis of bones and joints, birth injuries and miscel- 
laneous conditions. 

In a release of January 1952 of the United States Office of Education under 
the Federal Security Agency there were estimates of five million school age 
exceptional children in the nation; however, not more than fifteen per cent 
receive special help. Many of these children reside in rural areas, A 1953 
estimate shows that about forty-two per cent of the school-age population live 
in rural areas where problems of pupil transportation and school organization 
generally make impractical the types of services needed by all exceptional 
children. 

It is also estimated that, nation-wide, accidents are a leading cause of death 
in childhood; they kill 12,000 children annually and permanently cripple 
48,000 yearly. This toll exceeds the combined mortality of pneumonia, con- 
genital defects, cancer, tuberculosis, leukemia and heart disease victims 
among children. 

Sheldon Binn, a staff writer of the New York City World-Telegram-Sun, 
on Monday, April 25, 1955, stated the following figures gathered from the 
New York City Health Department as indicative of incidence in that city in 
I: f 12 death 
Poliomyelitis - 503 children - 1 to 14 years of age d Mon. 

150 mild paralysis (recovered) 
140 permanent disability 
Pneumonia and influenza - 211 deaths - ] to 14 year group 


Cancer - 183 deaths 
Congenital malformations (including heart) - 115 deaths 


Tuberculosis - 38 died 

Heart Disease - 17 deaths 

Kidney complications - 15 deaths 

Bronchitis - 14 = : 

Accidents - 229 deaths 4 EL. 

i i - 86 killed - 23 under 4 years of age; 

Traffic accident - 8 23 ane ae : 
19 eleven 7 sixteen years in i 
b ing in the road; crossing no 

kun aioe ie the road; bicycle riding; roller skating; 
dashing out from behind parked cars. 

- 312 deaths zT "EE. 1% 
“Sai be observed that poliomyelitis is the 9th hoe D xi t 
of all deaths in the 1 to 14 year age group is the inci : ee 
M.D. — “State Programs for the Care of Crippled 
Vol. 20; no. 3 - p. 133 - Dec. 1933. 


1) Arthur J. Lesser, 
s Exceptional Children, 
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developed by Dr. Jonas Salk, beginning in May, 1955 
dread disease may in the near 


yelitis vaccine, 
en as smallpox 


throughout the country, it is hoped that this 
a da under control and eventually completely wiped out ev 
Among the orthopedically handicapped, boys outnumber girls two to one. 
In more than 50% of cases, the handicap is due to disease. Fewer than 35% 
are congenital defects. Nearly 20% are caused by accidents. More than 
33% have impairments of arms or legs or both. Five per cent are amputees. 
Thirty-eight per cent under twenty-one years of age are referred to state re 
habilitation agencies by schools; others by doctors, health or crippled children 
agencies, hospitals, welfare agencies, and state employment services; only 
6% go on their own initiative. When accepted f loy t 93% 
EE dared and 87 pted for employment, about 93% 
pe. ploy = % are dependent upon their families. 
will ased fun s to the states under a 1954 amendment to federal legislati 
assist more disabled boys and girls t pos ono 
iol : girls to prepare themselves, through e 
panded programs of vocational rehabilitation, for physical er. Pte 
E A counseling, vocational sam pd ow restoration, medical 
up, to take their places in the economi s ET and follow 
ha omic structure of our natio > expect 
s are that by 1959, 40,000 youth ion. The expecta- 
rehabili , 40,000 youths, fifteen to twenty-one yea age, wi 
bilitated each year under this expansio Thi y-one years of age, will be 
ety d biliiated annually. Ie is h E is is almost four times the 
"A people im be rehabilitated per that-« total af. 200,00 dissbled 
appears to be a primary factor in li 
aaa iodi Ip r in life to gi TA 
le cg ase ee T 
vidual. Thirdly. us tea proper place in the total uem. ori e" 
racy, so must we give th we claim opportunities to all in our Am "iet i 
of living. Ir is true E ros their chance for a place e os 
forward conside t the science of medici h our scheme 
: rably since the fi ine and public health h 
umi bibe dins e first cave dweller had a h as moved 
edge for oward the realization of a headache, but mucl 
ge the orthopedically handicapped. of the application of such onal 


Srxciar. Hisroric Aspects 


em ho i Ty 

practiced simple sur, 

; K : i : ge and dressed 

and bal bu Ens E person was largely a matter of appealin doe 
ing to ehovah 


In Sparta, the social an 


ANDICAPPED 


387 


FRANCES G KOENIG 


In ^ ty early days, he was thrown Over a precipice of Mount Taygetus if sickly 
or detormed; later on he was left to die in some uninhabited Spot. 
In more liberal Athens, on the other hand, the father would expose his 


lormed or sickly infant in the hope that it would die quickly so that this shame 


ler later Roman rule, most children who suffered from bone deformities 
© thrown into the Tiber River to die, those permitted to grow up were 

! into the Temple of Mercy as beggars or sold into slavery. 
| the Middle Ages, the crippled were looked upon with suspicion, 

tle or pity. Often they were used as court jesters, taking the brunt of 

robrium throughout their miserable lives. The first social awakening 

the dark period of history came when Pope Gregory issued an edict in 

! A.D. permitting the raising of funds to aid the crippled. Pity was the 
inderlying factor operating then. 

Yet during the Renaissance there is found in the writings of Martin Luther 

tatement that it was “well to destroy cripples”. His point of view disclosed 
the superstition rampant at that time, the belief that the crippled were evil 

marked by Satan, or were witches. 

In the sixteenth century the first law in Germany that condemned the 
ridicule of the crippled as a social crime was established. In England, under 
the rule of Henry VIII, a law was promulgated which gave to a commission 
the right to collect alms for the poor, including the right to collect for cripples. 


Ihe English Poor Laws, in 1535, permitted crippled children, from Bs 
fourteen years of age, to be apprenticed so that they could learn a craft an 
become self-supporting. t 

í Not until 1722 did hospital care come to the crippled in Ric b 
Heimschule was established for the purpose of training such pes i 
vocations. Other countries then followed with medical care, honei mes 
orthopedically handicapped children, and nursing oe a a 
illness and operations, but also for the correction of ort ee 

In the United States, the movement began in 1838 bs nid o pe 

the close of the century with hospital care ang throng the ocdopedicll 
philanthropic organizations, an attempt to rehabilitate 


; i t hospitals must 
handicapped. In 1897 Minnesota passed a law stating tha pii 


ing of crippl 
have an educational program and staff for the schooling cc sae 
In New York City, the Ethical Culture Society west runea a. 
the first New York State Reconstruction Home at Hav A 


is the New York State Rehabilitation Hospit suites aii Ga 
i England followed the example of the Hai peer 
for nature study, manual training and men EE a 
or nz study a à 
al condition of the children, and prepar: oymen 
might bo obinia in ve e " en bc x cud o Toa 
"anada, too, followed, with the l ES h; 
i id fe : valent children, a Preventorium and acts ME 
sd i 3 the first Forest School in Victori dic Be nil 
ilton, and, in 1913 the ty baci 


i hopedica: 
children came to this latter as well as orthope 


phy sic 
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j| 1933, when the 
In the United States, however, programs lagged until 1935, w 


White House Conference on Child He h otection was widely publi 
alt and Protect 


dd Dalee A T Rampe m P dee mcd 
ar E i im various states calling for aid. After wa E d 
NE any disabled soldiers, there came another challenge and a re v 
"E Z wi a loyment of those who are disabled, a vigorous campaig 
Be ees bei a growing awareness of the needs z — € 
International Children's Emergency Fund un 
Bice sod: growth of the movement against all physical ills. 


SpecraL CLASSIFICATION OF ORTHOPEDIC TYPES 


TESTI iti s ; have been termed 

Orthopedic conditions, or crippling conditions, as they e been , iaa 
through many years, in general refer to deviation of the bones, muscle 

joints which cause abnormal functioning. For purpose of this — ira 

| palsy, muscular dystrophy and cardiopathic conditions are exclude 

The following are classified: 

]. CONGENITAL AND HEREDITARY ANOMALIES: Clubfoot; clubhand; polydactylism; syn 
dactylism; torticollis; spina bifida; cretinism; microcephalus; hydrocephalus; 
cleft palate and harelip; congenital hip dislocations; congenital amputations; 
Fredreich's ataxia; coxa vara and coxa valga; congenital syphilis. 

2. Bmru iNjuniEs (other than cerebral palsy): Erb's palsy; bone fractures. 

3. INFECTIONS: bone and joint tuberculosis; osteomyelitis; arthritis; poliomyelitis. 

4. TRAUMATIC CONDITIONS OR INJURIES: amputations; burn contractions; fractures. 

5. Tuwons: bone tumors; bone cysts. 


6. MiscELLANEOUS CONDITIONS: curvatures of the spine; postural foot conditions; 
rickets; Perthes’ disease. 


It is the concern of those who work with individuals who diffe 
tally to understand the human being as he develops from c 
Apparently some anomalies are due to hereditary influenc 
genes; others are due to the damage to the embryo; and sti 
by changes in the fetal environment, 
and even slight chemical changes can i 
à diabetic mother is more likely to gi 
non-diabetic mother and that older m 


r congeni 
onception to birth. 
es as found in the 
ll others are caused 
Endocrine and hormone disturbances 
nduce malformations. It is known that 
ve birth to a malformed child than a 


i others will more often roduce 
ond EM than a T ine Rubella (German boe c rd 
regnancy, iti 
Eoi KERA as been found to cause eye abnormalities and heart 


ConcENITAL ANOMALIES 


With one arm; one leg; no arms or legs; part of arm or leg bo; 
nes 
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Coxa vana: angl 
&le of neck of temur is diminished: ; ii 
a legs apart; hip joint deformed. diminished; lame; awkward ub 
WETINISM: dwarfing of th i et h 
is held open, ongó Pies Ae Ei pat pus yos Mrs 
" r " 4 ; s i ; 
toward nose; nails thickened; hair is brittle and thin; i tellig Mess Mii: 
affected, pian ce ey ue 
Fruzpbnzicu's ATAXIA: slow i i 
ATAXIA: ' progressive disease of the spi cord; i 
‘i become contracted; possibly hereditary, ks weak gait; feet 
IP DISLOCATION: one or both hips with li i it; i 
a a ps imp or waddling gait; more frequent in girls 
Hypnc P ; alio vro RAT 
vr pute eigen 7 large head due to too much fluid in the brain; life span 
M ; mental dehciency is present as enlargement progresses. 
MiChocirnALus: unnatural smallness of the head due to imperfect devel pment; usually 
mentally deficient. = : s 
PoLYDACTYLisM: supernumerary fingers; six or seven toes or fingers on one foot or hand, 
SriNA ntripA: portion of spinal column is left open and membranes and fluid of spinal 
cord form a sac of tumor in the midline of the back. 
Synpac Ira webbed fingers or toes; common; union between sometimes extends to 
tip ends. 
Syrtis: congenital deformity of bones and joints; paralysis; stunted growth; often 
mentally deficient; some hereditary quality. 
bPonricorris: wryneck; deformity of the neck causing the head to lean toward the 
shoulder on the affected and the chin toward the opposite side. 


Birta Injures (other than cerebral palsy) 


Enss wacsy: birth palsy or obstetric palsy; head and shoulders are pressed or pulled 
upon at birth; injury to large nerves to the arm; whole arms is rotated inward; 
palm cannot be turned upward because of contraction in forearm muscles and arm 


cannot be raised up to shoulder level. ; 
Fnacirrras ossruM: bones become brittle and fracture easily. 


INFECTIONS 
Hr pisease: tuberculosis of the round head oe thigh bone at the hip; head of 
bone decays and socket is destroyed; stiffness o! REES —-— 


OsrrowvrLITIS: bone felon; inse Wes 
x = 
in childhood usually; destruction of shai t bone; 
bacterium: common site is lower end of thigh bone or upper en 
attack any bone. mE 
PorrowvrLrTI: viral infection; portal of entry through Lakes terior 
horn cells of spinal cord and motor ane of brain are invi P 
rtic; a ffected. n et 
or paralytic; all age groups are aftec od iss ate 
Porr's pisease: tuberculosis of the spine; vertabrae are geer pepe 
the spine; hunchback; common between first and tenth ye ] tious 
disease as measles, scarlet fever precede the symptom eam È 
Smiri's pisEASE: inflammatory arthritis severely involving pF 
age and deformity occur. } «joint fluid; painful; p 
dame OF THE KNEE AND OTHER JOINTS: E a dos E n epiphysis) 
vention of motion is essential; germs lodge in growing 
and involve joints. 


TRAUMATIC CONDITIONS OR INJURIES 
; scar formation occurs; 


be forced straight 
bones, hip 


hylococcus or streptococcus 
page d of leg bone; can 


ident or injury. 
f bone after acciden z Rind o 


A MPUTATION: removal ol 
bends and cannot 


Burn CONTRACTIONS: Mg fal ae 
eals, 
as area contracts an P 
splinted to prevent contractures. — EE ls 
Fracrunes: break in continuity of bone; may occur 
or spine, clavicle, jaw, oF pelvis. 
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Tumors 


a sort of spur; removal 
ty filled with fluid mate! 


is simple. 
rial; complete 


simple growth on bone; a 
bone cyst; sac or cavi! 


Exosrosis: bone tumor; 
FIBROSA CYSTICA: 


dissection is indicated. 


MiscELLANEOUS CONDITIONS 


Frarreer: pronated feet; weak arches; ankles turn easily; sometimes walk pigeon toed as 


natural protection against arch strain. 
Kypnosis: cairo backward of the synet mes 
: holl ine; convexity forward of the spine. — . ; 
oes band of femur at the hip joint appears flattened and distorted; cause 


is unknown; little or no limitation of motion; limp and pain. i i 
Rucxers: softening of the bones; nutrition causing distortion of bones and joints; ^ 
formity, such as bowlegs, knock-knees, flatfeet or spinal curvature; chest distorted, 


protruding abdomen. . 
Scoriosis: twisting of spine and tilting of shoulders and hips. 


Some SPECIAL CHARACTERISTICS OF THE ORTHOPEDICALLY HANDICAPPED 


Some data is available concerning attitudes toward physically exceptional 
persons. On the whole, a mildly favorable attitude on the part of the general 
public is a positive sign. Yet a rather large minority overtly respond nega 
tively, even today, to the orthopedically handicapped. Investigation is neces- 
sary to discover the deeper covert and possible hostile attitudes underlying 
this response. l 

Parents tend to be overprotective rather than overtly rejecting their disabled 
pom. Often they press for achievements and accomplishments far beyond 
t M ility of the child. Much has also been said about the possibility of 
guilt feelings stemming from hostile attitudes of parents and the subsequent 
ro apo in order to alleviate this guilt. 

uch has been asked about the behavior and personality of i 
edie inva! a personality of persons with 
" sped deua inm and many studies have been made, both with groups 

"The handicapped individ 
concerning hs oi vie Tae has no set pattern of attitudes 

is personality configuration as related i 

Sane c to himself, his associ i 

situation in which he finds himself. Studies of childr WT perce 


ent, but rather with appre- 


sion and anxie 
riginal personalities upon 


arresting the disease, 


Learning ability varies with the intel 


to the brain. F. ligence and with the possible da 
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what it had been Prior to the physica] impairment, His limi 
c a rather than mental unless he had a low i 

t is known that many orthopedically impai ildren hay 
handicaps. There may be chilian ith kela do meee 


or hearing; others may be mentally retarded or defective; still others n 
personality deviations or emotional disturban 


defect; and some may have speech defects either physical or fu 
origin. 

It is also a fact that many such children are retarded from one to thr 
in school achievement. Claims have been made that this results f 
hospital placement, convalescent care, and lightened school programs 
mended by the physician. Other factors seem to be lack of experiei 
daily activities other children enter into, overprotection and care on tl 
of parents, and possible withdrawal from groups as protection against 


Of incompetency, frustration, and a sense of being different from 
children : 


Sprcrar. House 


Special provisions should be made for orthopedically handicapped 
wherever they can best be served. There are children whose disabi iss 
minor that they can partake in all activities of the regular school or class. Th 
child with flac feet or rickets can successfully be placed in the regular 
room. However, there are children and young people of secondary 
age who are not able to stand the strenuous play and other recreational 
vities of the average child and who are in need of additional physi 
Ihe factors of safety and of physical limitations are ever-present, Th i 
dren cannot fully participate in the social, educational and pre- Es 
aspects of the regular school. ; À a 
" hese children may best be served in a hospital for a pido 
convalescent home, in a ride at res M 
in a special unit in a regular school building. emer 
seared to the particular needs of such children, shou suppli 
T Mor hast have special teachers on their sm pude : 
boards of education. They go to the bedside of a ue D Mes 
moved, or to a group of peo hope. er Dec 
'achers carry with them the equipmen d books. à al 
eng Often this is the highlight of the day's sod pe. "n 
wheel chairs or ambulatory go he classroom in 
nearly sponda a regas erii p ERAS imo 
Convalescent homes dh and develonn e e 
as 9 vecemaly phase tg Ihe Rope m e for such children for p 
exceptional children. Eure FE to months, to about a year. 
'arying length of stay, from several weeks, sonnel are important f 
bi ical, dental, teaching and other per functioni 
too, the medical, , ne the child to aS Donee tion 
> total picture of returning the c be hehee 
bs e T indicated the child may for a short span Dt Pe 
ible. indic " i is age, abi achic i 
Er he attends the classroom Bs suis ak Jescent homes wil 
level. There are usually several class 


dard equipment and routines. 
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though on the wane 


Institutions, such as the pases or diy bg a of services offered 
as centers of education, still have their plac ho. because of ignorance or 


dic child. There are children w à 3 
neglect, because of loss of parents, or because of omi a aaa 
schooled in such installations. The extreme mental retar ates wi — 
malformations of the body appear better served too. Howev *: " = ed , 
ible, children are returned to their own homes, towns and schoo! s t ie pe cii 

facilities offered are temporary and are for the express purpose of greater T: 

habilitation. The child, for example, who is sent to Warm Springs for treat 
ment of poliomyelitis, returns as soon as possible to his own environment. 


Some special schools are available in many cities of our country. Here they 


utilize all types of special equipment needed for many of the physically 


handicapped. They often enroll the blind, the partially sighted, the deaf, 
hard-of-hearing, as well as the cardiopathic, injured and orthopedic child 

The vast majority of these children are housed and educated in their own 
home towns and communities in special classes set up in regular publi 
school buildings. Equipment, transportation, lower pupil-teacher ratios, and 
special programming are vital to their special needs and are met on an indi 
vidual basis. 

There are also private schools-which care for orthopedically handicapped 
children. They, too, have the equipment necessary for them. 


are best 


to the orthope 


SrrciaL SERVICES 


Pad of approach must be ever-present on the part of all who work 
with these children so that they will guide them toward total security and 
et xn utilization of their potential to the utmost. The conference meth 
oi or what is commonly termed the ‘team’ approach, can best accomplish 
he me since it is all-inclusive. The teacher, physician, therapist, all 
jn à role to play in achieving an effective program. eds 
n many areas of our country, medica ji à; i 
ve children are available in the ix irte A ace xS 
ut $ C or nearby clinics. There 
$ ose cooperation between school medical and health authoriti ui Tus : 
ng there is nursing service which assists in th d aed ipdan 
these children would benefi i EE e ka 
t from special CEON 
pecial care. The health and welfare agen 


cies of the community, both privat i 
for their valuable hiteibadon to dead Seta be called — 


e medical aspects of a program center arou 
ysician. He suggests the nec 


i activity in 
ith adaptations of 
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Various agencies, including social service and vocat: 
sions of the various states, serve these children th 
[n and through follow-up for at least one year after the student 
righ school. The state rehabilitation divisions ma 


igh school, : c y also offer prosthetic 
vices, eye glasses, cosmetic correction, or other extra ASEN 


The child limited in his locomotion should attend a classroom on the 
or street level of the school building; its heating, lighting, ventilati 
colors of the walls should follow the best known standards For : 
there has recently come into use green blackboard and yellow chalk 
these colors are more restful to the eve and tend to eliminate glare. R 
wheel chairs, crutches, elevators Gf possible), and wide doorways ane e 
ment for children with orthopedic disabilities, "The classroom shou 
equipped with wash basins, large wardrobes, recessed radiation, movab 
niture and composition floors for safety and for the elimination of pos 
hazards to the bones, joints, or muscles of these children. 4 

The need for a special program with extra rest hours on a cot and b 
in a quiet, restful room ideally calls for a second room set aside f 
purpose. A victrola with ‘sleepy time’ music is a nice addition to pict 
toys, pleasant curtains and good window shades. It must be remembe 
space is necessary to store wheel chairs, canes, crutches, and that toilet fac 
should be in easy access of the room. 

Extra nourishment during morning and afternoon sessions, such as 


ional rehabilitatio 
rough continued 


a special diet. Hot school lunches, usually supervised by the teacher 
special class, help the child learn correct health practices and give him 
socialization practice he so frequently needs. 3 
The gymnasium, roof Cif there is a play area), and playground of 
school should be made available to the orthopedic child, if there are no s 
hazards. He should partake in all assemblies, exhibits, and- other school 
tions provided that halls and stairs are safe, that railings are sufficient 
use, and that he is not exposed to the dangers of bruises and falls. 
If need be, transportation by special car, station wagon or school bus 
be arranged to facilitate easy access to the school and to the bos 
centers, Seating and other furniture can be built, pa e rev: m 
accommodate crutches, braces, and canes, and wide enoug bic 
desks, tables and bookcases for free motion should be be f A 1 
Special visual aids, such as enlarged type for those i i ae 
handicaps, special auditory aids for those wi seen p RA i 
equipment for those requiring assistance in better speech, 


in the special classroom. 


SpEcIAL TEACHERS 


Trained teachers, with specified hours in special ehea 

duate schools of colleges, are most desirable bot ME F 
ss as in the psychological factors involved. It is m 4 x dub d 
the child with an orthopedic disability will remain i her 
pital, convalescent home or on home ins 


condition warrants such services an 


ED 
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: in 
ion of the physician. It would be well, then, for him to rema 
the aac while in that school Hn. or longer duration, the 
cn - child is at home, either for a peni pe cial televised programs of 
ulation m ed sa ncmo nation of his learning and 
i or ! «ec antic 
nike local school serving bim. a teer rng A 
ae will be a bond between him aim hs equae Meet ee 
hospitals and convalescent homes, p DA program) and help maintain 
Sdn nd peter] aaa so that upon return to school they 
he educational goals an l : i 
will have accomplished as much as is abe er a TENA A 
The educational goals are identica ort Y EE rigor 
those who are normal. The major stress is lai on gi sericis 
attaining as much of self-help status as possible, and opp b ^a : 
pre-vocational training. Socially, too, the goals are t E = " s cc 
hildren, with the added requirement that the teacher ol the ont | ay 
eed child be well informed as to the limitations in regard to eac 
by ic e that the curriculum is the same as that of normal children 
except in the cases of the mentally retarded; here it is similar to the prm 
set up for such children. Additional learning situations are offered in the 
physical health area of the curriculum, and much more individual teaching 
and smaller working groups are advisable so that each child will function 
from his own base line of achievement. If it can be arranged, a double set 
of books should be made available so that one set may be kept at home for 
study and the other used in school. 


recommenda! 


SpecIaL GUIDANCE COUNSELORS 


If there is an educational or vocational guidance counselor attached to the 
elementary or high school, he should be made aware of the need for a thorough 


results, 


can then feel th ; If the young gradu- 


ere is a likelihood fo 
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so that these young People can be made known d pro % 
workers. Cooperative training programs can be riled ea 
who show ability and whose general health sted i 
Ing is à fine method in aiding these young people ta ea i 
members of their communities. If necessary, tran Sh à 
the job can be provided by interested community We dem 


SPECIAL THERAPIES 


are in need of even further care, Where one or mo 
therapies might be indicated, services in these aspects should be 
soon as à diagnosis has been made. Psychotherapy, for exam 
only when the child has such emotional problems that they 
solved except by a psychologist or psychiatrist specially trained i 

! psychological service. In adolescence or where cosmetic deformi 
harelip or accident) is marked, this may: be a patent requirement, O 


ally, play therapy is indicated for young children. ee 
Speech therapy should be offered only by an accredited speech patho 
or speech teacher assigned to the school, Sometimes it is wise to reco 
special speech training in a clinic. UM n. 
Physical and occupational therapy are most often the province of t 
pital, convalescent home, clinic, or treatment center, except in spec ial 
which house the necessary equipment and have the therapists 
Drug or medical therapy may only be administered on a physici 
scription, * m. 
Thus it can again be noted that there are many in the ‘team’ and 
adjustments must be made in line with individual needs and the n 
modified programs in educational planning. i 


Some children 


Specrac PROBLEMS 


toward the eventual rehabilitation and well-being of the orthope 
ceptional child. Architects, custodial help, lunchroom workers, matron 
drivers of cars and buses are necessary to a good working ege 
Adaptations of the curriculum to the limitations imposed upon dies 
Iren are a priori factors to be devised. 
c Sead counseling in the physical care and health ee ke 
emotional, it vital to the security of their orthopedically handicappe : 
Il as to his normal siblings. jn SN 
: Te adeps child must be made aware of his lenia Pes 
abilities and be given assistance in leisure-time activities bot wi ^ 
1 Teachers of regular classes should be oriented et the d ; 
with mild orthopedic conditions so d can e Se d 
i i servi recrea ; 
Public and private agence child. Seona ubi M 
ing facilities to the or pocos : 
i m broaden their scope of service to include the sioe e 
capped child and adult. 


nts of orthopedicalls 


cal services should be expended to pare ee 


discussion and group t 


Psychologi 
deped children to include group 


pamm hould be enacted in all states 


islation to further assist orthopedic cases s cwm -— 
Eu for financial care, but also for expanded medical, omes 
recreational services. This is a crying need in rural areas — t : ea 
The public should be made aware of the orthopedica y ha I 4m 
through radio, television, press and parent-teacher organizations. 5 hey sho a 
realize the need to raise the physical and mental health of the saion, ar d 
should learn to accept the orthopedically handicapped in industry and the 
professions so long as they are capable of doing a good job. 
The medical profession should develop further programs of experimenta: 
tion and research in order to achieve minimal handicapping conditions, and 
prevention of disease, common defects and other disorders. 


We Look AHEAD 


The emphasis on qualities the handicapped have in common with normal 
individuals is now before us. The limitations are perhaps those of degree 
rather than of kind. It is quite unlikely that social attitudes or legislation 
will ever again revert to earlier fears, superstitions, negligence or pity of the 
orthopedically exceptional individual. With the impetus given the disabled 
after World War II comes added hope that the orthopedic child now grow 
ing up will also find comparative security in his job, family, community and 
nation. i 

Let us help him learn to help himself and become a sustaining member of 
our society. É 

ae E pe ways B prevent t e and to correct those that occur. 

; ways of preserving whatever functional abilities he 
cR those lost to him. a i ae a 
eiüd E up Er ortho - a child and pais - straight — a straight 
sen i "enn am 
, se, that of a whole child, that of a functioning total being 
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DIAGNOSIS OF CRIPPLED CHILDREN* 


One-fifth of all the children who received services in 1950 had, as 
diagnosis, some congenital malformation. And approximately every fifth 
among these had a cleft palate or harelip. About 8,000 children rec 


services for this condition. 


This is one among a variety of crippling conditions which brought 
mately 214,000 children to the program in 1950 for services which inc 
attendance of physicians. F- 


As might be expected from variations in emphasis and types of coverag 
crippling conditions in the 52 State programs, the proportion -of 
served in any State who had cleft palate and harelip ranged widel 
the national average of 3.7 percent (see table). From less than 1 percen 
Delaware, the Districts of Columbia, Rhode Island, and the Virgin Isli 
the proportion mounts gradually to almost 13 percent in Ohio. The $ 


group as follows according to these proportions: ; 
Number of States 8 ... 7.0&over Percent with cleft — 
5 ... 50-69 palate and harelip 
8 ... 40-49 a 
Ws 300239 
I] ... 20-29 
9 ... Under 2.0 


52 , 

i iven i ich follows. They ra 
Regional percentages are also given in the table which follo hey: 

from Sushi over 2 percent in Region III to almost 6 percent in BER 

While these averages for regions will be useful for some purposes, ito 


From i i i hildren's Program, 
sé Di is of Children Served in the Crippled CI i 
Children's eni er Series #21 (United States Dept. of Health, 

and Welfare: Washington, D.C., 1954). 


DIAGNOSIS O 


observed that they usually embrace substantial differences among the States 


represented. 4 A d harelip were served 
The largest numbers of children with cleft parte 1297 idem ), and in 


ion IV-V (2,082 children), in Region I-II C 
i PX CLIE en. The largest contributors to these totals, as y » 
to the national total were "Illinois (590 children) and California (789 chi 
dren). Other States with large numbers of children with this condition who 
received services were Pennsylvania (470), Ohio (390), Indiana (332), 


Michigan (313), and Texas (303). 


Crxrr Parare Ann HanELIP 
AwoNc Cumpren Wuo RECEIVED Services UNDER THE CRIPPLED CHILDREN $ 
PnocAM, By SrATE AND Recion: 1950 
Children with cleft palate and harelip 


who received services 
(primary diagnosis) 


Total number of children As percent of total children 
Region(a) who received. services(b) Number who received services 
United States . 214,405 7,873 3.7 


Region I - II. .... 32,404 1,297 4.0 
Connecticut . 3,151 117 3.7 
891 7 0.8 
1,856 134 72 
2,690 96 3.6 
1,287 33 2.6 
1,280 92 72 
12,425 291 23 
6,057 470 78 
1,218 9 07 
1,549 48 3.1 
j 18 
6,420 85 95 
7,439 13 
y 156 2.1 
3,693 165 45 
6,287 88 L 4 
156 1 ? 
0.6 
2,775 134 4.8 
a. 2,082 5.7 
, 590 7. 
E MEE 
6721 ed 22 
3886 ae 4.7 
3,065 2 55 
56 390 127 
,617 128 23 
29,400 565 s 
8,572 E 
i à 
4,053 pa 43 
2,685 s 2.0 
4,324 183 24 
15,554 657 a 
4,905 115 Ped 
3,084 2.3 
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Aaru " 
Nebraska |... 
North Dakota ... D: 
South Dakota ` ES 
Region VIII 21,732 
Arkansas 433 
Louisiana — 4925 
New Mexico .. 1743 
Oklahoma 6,872 
Texas 3,860 
Region IX 9,569 
Colorado , 
Idaho 2249 
Montana : 
Utah 
Wyoming 
Region X 
Alaska 
Arizona 
California 
Hawaii 
Nevada 
Oregon r 
Washington *1,626 


(a) According to regional organization of the Fed 
Bureau, Health Services). 

(b) Includes children who received clinic services, p 
hospital in-patient care convalescent-home care. 

(c) Arizona did not participate in the crippled d 
Security Act during 1950. 


DiacNosEs* or CHILDREN SERVED IN THE CRIPPI 
19505 


Diagnosis(a) 


Total—Including deferred diagnoses or no abnor- ' 
malities reported .. 
Total—Excluding def 
malities vepre ee; 
Co ital malformations .. 
Dmm bifida and meningocele 
i taract eee 
opr malformations of the circulatory system. 
Cleft palate and harelip ....... 3 
Congenital dislocation of hip . 
Clubfoot, congenital or unspecified 
Flatfoot, congenital ...........- 
Other congenital malformatio! 


———— RN 


CRIPPLING CONDITIONS OTHER THAN ORTHOPEDIC 
AND PLASTIC ARE IMPORTANT IN THE CRIPPLED 
CHILDREN'S PROGRAM 


1950 
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liseases. e bones and organs of movement, except E - 
p: d malformations .......- — i " m yi n 
Arthritis and rheumatism, except rheumatic fever .... Ed Met 1 ra 
Osteomyelitis and periostitis, except tuberculous e j 
Curvature of spine, except congenital or late effect ol " — a T 
poliomyelitis or tuberculosis ..... we 2 Ki 2 Hr 
Flatfoot, acquired or unspecified ... -— i 
Other diseases of the bones and organs of movement, " dta re n 
except congenital malformations . — ges eS M 
Poliomyelitis |... B 110 5.6 as 


Poliomyelitis, acute . 
Late effects of acute poliomy 


Cerebral palsy .... 7 90 
52 19,334 9.7 C 
Cerebral palsy . : 1250 63 58 
Diseases of the ear and mastoid process .. 43 39 
Deafness and impairment of hearing .. - 18 8,462 . 
Other diseases and conditions of the ear and mastoid m 
process ES 17 4,047 2.0 1.9 
Accidents, poisonings, and vi 11,031 5.5 5.2 
Burns us 9i 3,429 7 1.6 
Other morbid conditions due to accidents, poisonings, 
and violence ......... 52 7,602 3.8 3.6 
Rheumatic fever and heart disease .. 9,248 4.6 43 
Rheumatic fever, acute ........... . 32 4,657 2.3 2.2 
Chronic rheumatic heart disease .. . 29 2,732 1.4 1.3 
Other diseases of the heart, except congenital malfor- 
duc» v — 19 1,859 0.9 0.8 
Diseases and conditions of the eye, except congenital or 
diabetic cataract 5,174 2.6 2.4 
Refractive errors ; 154 0.1 0.1 
Strabismus i 3,759 1.9 1.7 
Other diseases of the eye, except congenital or dia- 
betic cataract . 18 1,261 0.6 0.6 
Diseases of the nervous system and sense organs, except 
Epil cerebral palsy, eye and ear .. s 2,924 1.5 14 
EROS eese «LU 837 Q0. | 
ud diseases of the Dev system and sense or- - in 
» except eye, ear, and mental disorders ........ 49 
Tuberculosis, except respiratory ss ed i ; E 
Tuberculosis of bones and joints, active or unspecified 51 1,777 09 d 
te effects of tuberculosis of bones and joints r i 0.9 
Other tuberculosis, except respirato; 1,081 05 0.5 
Injuries at birth Ty 52 (0 (o 
irt] 


48 340 02 «02 
51 2,234 1.1 1.0 
2,032 10 9 
Late effects of rickets dc 681 03 H 
Diseases of 52 0.3 
Disord buccal cavity and esophagus 1,351 7 06 
a occlusion, eruption, and tooth dev di 798 04 04 
De ce. ea cay and EE e 
Dia mellitus. 14 52 (e (e) 
betes mellitus . TOSS E 
eous ....., 5 174 1 
Other diagnosed di ; PO 01 0] 
5 seases, injuri Paa 12,119 
conditio; 3 HT » Or handica 6.1 5 
nS, except provisional or deferred dignos 51 12,1 " 
,119 6.1 " 
5.7 
n 403 
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Provisional or deferred diagnoses or no abnormalities 


) Represents primary diagnosis. 

(b) Includes data for the District of Columbia, Alaska, Hawa 
Virgin Islands. Excludes Arizona, which did not participate in. 
dren's program under the Social Security Act during 1950. Pa 

(c) Diagnosis included in the administrative definition of conditions for ; 
dren are eligible for care. Er 

Cd) Includes children who received clinic services, physician's office 
hospital in-patient care, or convalescent-home care. 

(e) Less than 0.05 percent. 


THE CARE AND TREATMENT OF CRIPPLED 
CHILDREN IN THE UNITED STATES" 


ho Ans 


A. R. SHANDS, JR. 


: 
lt is most appropriate that the presentation of the care and treatment of the 
crippled child of the United States takes place in Great Britain, to which 
country we in America owe so great a debt of gratitude for what so many of 
Bey ations and inspiring leaders, such as Hugh Owen Thomas, Sir 
obert Jones, and Dame Agnes Hunt, have done in the past in molding our 
Sie and guiding our programs. My discussion of this subject will be 
$ du into five parts: (1) History; (2) Institutional Care; (3) Instruction 
nvestigation; and (5) Survey of State Services. í 
Hisronv 
The history of i 
) y of the care of the crippl ild i i s 
reality the history of orthopaedic inia 3 Qi in the United States is in 
mitia: £ thor gery in our country, but for this discussi 
rical portion will include only th i "ane 
“firsts”. nly the presentation of the more significant 
William Detmold 
n was the first wel ician i ; 
orthopaedic surgery as a Xni pu 5 in Ne bn Tre 
annover, German P Yu arrived in New York in 1837 
eng Rec Shel eet ee 
illiam J. Little who returned of orthopaedic surgery. Detmold, lik 
stidled under Sto urned to London also in 1837 f secu 
: eyer and first be ; / From Hannove 
tion of Stromeyer's princi came known in America for t} - 
lE Hos eyers principles of tenotomy. In 18 ua Applic 
e pital in Ni i 41, Detmol : 
crippled child. ew York City the first public clinic for cm a n 
In the same year, Valentine M. re 
turned from an extended tein c, E. OPE OF America's fo 
tuti ed trip in Europe, i remost surge 
ons and their work į pe, impressed with th : EUH 
in France and German | the orthopaedic insti 
*Used by special permis y, and particularly with dun ik 
is J "Or 
ps Afr L duPont stu Wie D J Surgery and of D. 
} opedic geil on, Del. Orig; 3 of Dr. Sh. 
Associations, London, July 2, 1922" 12d at the Joint Mees. 
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of M. Jules Guerin i ; 
J 7uerin in Paris. In 1841, h 
paedic Institution ; : , he announced the openi “Ortho | 
tures of the Spine pig eis New York, for the Tene C : 
for crippled children but ite meii. shui have been our po "n 
the discouragement on. ike adl. lack of encouragement and, ink 
looked with disfavor on ¢ aeta his medical confreres in New York E. 
orthopaedics a forr spec ization and some of whom eve 3 
n of quackery, this hospi ue 
În 1853, Louis Bates boos D. ^ : hospital was never opened. 
in Berlin, came to New York fon End, Gemany, and educated in medicine 
studied with both Stromeyer and Lit g Y and settled in Brooklyn. He had 
tend batre side ar ittle. Because of his political activities i 
arrived in England in 1849, he had been impri Ag 
months and then forced to leave his native land Hei imprisoned for ten 
Keith as “the real founder of the American Sb e is spoken of by Sir Arthur 
referred to b H > ven T “ Nees. ool o£ Orthopaedics” and is 
y Hugh Owen Thomas as “the be 
Malis" To tit , ; the best exponent of American ortho- 
I n 1854, Louis Bauer, with Richard Barthel ed 
paedic institution in Brooklyn, which was probably A Me oa ortho: 
hospital. His best known work, Lectures in O M wa orthopaedic 
first in 1864, with a second edition in 1869 * d Surgery, pud 
re ut p a ampi rne JL i constituted the first American 
It is recorded that partly be al e ed aes in 1870 md Ae 
at partly because of mai i i 
York's three great men in ortho acie ke yt dari nel: ps 
A. Sayre, Henry G. Davis, at Ch les Paget pe 
ayre, y G. Davis, arles Fayette Taylor — concerning the 
principles of rest, traction, braces, and ambulation, he left Brooklyn in 1869 
and went to St. Louis where, in 1878, he became the founder, Professor of 
Orthopaedic Surgery, and later Dean of the College of Physicians and Sur- 
geons of St. Louis. From the story of his life, it can truthfully be said, as was 
said of Benjamin Rush, "He was never a passive participant in any cause”. 
Our first professor of orthopaedic surgery was Lewis A. Sayre of the Belle- 
vue Medical College of New York, who received his appointment in 1861. 
He is best known for being the first to perform a successful resection of the 
hip joint in 1854 and to use plaster-of-Paris to support the body in disease and 


injury. Sir Arthur Keith speaks of Sayre as being “the forerunner of the mod- 
ern School of Orthopaedic Surgeons”. Sayre was one of the outstanding 

ures in New York medicine of the day and in 1880 became not only President 
of the American Medical Association but also the first President of the Ameri- 


can Surgical Association. 

In December 1862, the first ward for crippled children was opened in Bos- 
ton at the Samaritan Hospital by Buckminster Brown. He had studied under 
Stromever in 1845 and 1846, and in 1866, according to Osgood, he became 
probably the first orthopaedic surgeon in the United States to limit his work 
wholly to the specialty. In this same year of 1866, Charles Fayette Taylor 
founded the New York Orthopaedic Dispensary, which in 1870 became à 
hospital. In 1863, James Knight, a great conservative and an apostle oM 
cise and braces, opened the first permanent hospital for orthopaedic [o 
in New York City. This was named the Hospital for the Ruptured an 
pled. In this hospital, Knight insisted upon the children being Lp hed 
demic education and religious training; this represents our first forma 
tion of crippled children in an institution. In 1872, the first convalescen 
for crippled children, the Children’s Seashore House, was Mec : po 
City by William Bennett. This was for the "marine medication of the crip) 
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ocean only four minutes, 
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F child was allowed to stay in e Orns health. BAT 
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ER is called the National Society for Crippled Chile ren and 
EM UE (we easure as the result of the efforts of Mic hac 
ED oe f fifteen Shriners’ Hospitals for Crip 
Eee ann, the te S mig ES Canada was opened at Shreveport 
led Children in the United States an ‘ aap cng m 
[comm The Seen po cepe dips 
i to the care of the crippled child ii Feri quien 
e contribution any lay organization has ever made to one medica 
Pn 1935 the first crippled children's program of the Federal MM: 
was established by the Children's Bureau of the United States Department o 
bor with an appropriation of nearly $3,000,000. This has now been i 
creased to over $11,000,000, and is distributed to the states on the basis of necd 
and matching funds. The entrance of the Federal Government into this 
medical activity was the direct cause for the improvement and, in some 
instances, the E nx of state crippled children's programs in all of ou: 
forty-eight states and the territories. ; 
"E 1935, the first hospital devoted entirely to the treatment of a single crip 
pling disease in childhood, namely cerebral palsy, was opened by W inthrop 
M. Phelps in Baltimore, Maryland. This has been the inspiration and train 
p > y 
ing center for hundreds of workers in this special field from all over the world 


and has been the direct cause for the establishment of over 500 cerebral palsy 
centers in the United States alone. 

In 1936, the problems of the crippled 
child was foun he Nemours Foundation, 
which the author is the Medical Director. This Foundation operates, in 


; Delaware, a crippled children's hospital and school with labora 
tory research facilities, the 


Alfred I. duPont Institute, and supports substantial 
(rens of direct care to the crippled children of the States of Florida and 
rginia, 
In 1938, the first foundation for a single orth dic crippli i ji 
establis ae Resin single orthopaedic crippling disease was 
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tory of the success of a sey erely handicapped 
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wi cle E url t 3 a national lay Society for cerebral Palsy was 
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A comprehensive program for crippled children’s care should not only give 
direct medical aid to the child in the clinic, the hospital, or the convalescent 
home, but also should provide for both the training of the varied personnel 
needed in the programs, as well as investigation on the many unsolved prob- 
lems relating to his care. Academic instruction of this child, followed by 
vocational training when indicated, is important and may be given in the 
institution, in the home, or in special schools and classes. For convenient 
grouping, this program may be considered in terms of the three I's: I for 
Institutional Care, I for Instruction of the Child.and Worker, and I for 
Investigation. The next three sections will follow this grouping. 


Instrrutiona Care 


At the present time there are on the state registers in the United States 
approximately 700,000 children handicapped by orthopaedic conditions, under 
the age of twenty-one years, of whom 60 per cent receive some type of medical 
care each year. 

The last published statistics on facilities for the care of the cri ppled child 
in 1951 (Table I) showed that there were eighty-two orthopaedic children's 
hospitals with 6,708 beds and ninety-one convalescent homes with 6,400 beds 
which admit crippled children. This represents approximately 13,000 beds 
in special institutions which either are designated or can be used for the 
crippled child in general hospitals. The average daily occupancy of these beds 
in,the special institutions is approximately 75 per cent. There are now very 


TABLE 1 

FACILITIES For SPECIAL IwsrrrurioNAL Care or THE CriprLED Cutty iw 1951 
No. of 
No. Beds 
Children’s orthopaedic hospitals 82 6,708 
Children’s orthopaedic convalescent homes 91 6,400 
"Total 173 13,108 
Average bed occupancy per day 75 per cent. 


few states and territories of the United States which do not have adequate 
hospitalization facilities For their crippled children. 

During 1950 there were 247,000 crippled children who received services in 
the state programs (Table ID. Of this number 43,600 children were hospi- 
talized for a total of over 1,400,000 days at an average stay of 32.7 days per 
child and 5,800 children were cared for in convalescent homes for a total of 
560,000 days at an average stay of 95.2 days. Thus 20 per cent of the total 
active case load on the state registers for this year represented patients in insti- 
tutions. There are no statistics available on the number of children cared for 
in institutions who 


Federal funds. As an example, in the fifteen Shriners’ Hospitals which have 
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During the past fifteen vears, the average hospital stay for the children in 
the state programs has decreased from 53 days to 32.7 days, while the average 
convalescent-home stay has varied from 86 to 108 days, but has not decreased. 
There has been a steady increase in the number of children receiving services, 
this increase being at a rate of 15 per cent a year since 1945. Each state pro- 
gram has a system of out-patient clinics for case finding, diagnosis, and follow- 
up examinations. These are usually located so that the patients will have to 
travel the minimum distance. Many of the clinics, however, are operated in 
conjunction with the hospitals. Approximately 85 per cent of the children 
receiving state services visit the clinics each year for an average of two visits 
per child. 


The diagnoses of the crippled children in the last thirty-five years have 
definitely changed (Tables III and IV). The tuberculous-joint conditions 
which during the nineteenth century constituted from one third to one half 
of the cases in crippled children’s clinics and institutions in 1950 constituted 
only 2.1 per cent of the total number of orthopaedic patients treated in the state 
programs, the highest incidence in any one state being 8 per cent. Pyogenic 
osteomyelitis, which was at one time such a common cause of crippling in 
childhood, now constitutes only 2.8 per cent, because of the early use of the 
antibiotics. The number of cases of infantile paralysis is not decreasing. Dur- 
ing 1950 over 31,000 children with poliomyelitis were treated in the state 
programs, or 22.2 per cent of the total. This does not represent the total num- 
ber in the country, as in that year approximately 28,000 new patients under 
twenty-one years were reported by the National Foundation for Infantile 
Paralysis. The number of congenital malformations in the crippled children’s 
clinics is increasing. In 1950, these constituted 29.7 per cent of the total, the 
largest percentage being clubfoot (10.4 per cent). In certain sections, such as 
the Southeast, the percentage is greater than in the other sections of the coun- 
try. Cerebral palsy is the next largest group and constitutes 13.8 per cent of 
the total number of cases. However, it is estimated that there are approxi- 
mately 175,000 cases of cerebral palsy in the United States, or 25 per cent of 
the total estimated number of crippled children. Rickets, which many years 
ago was such a common cause of deformity in the growing child, in 1950 
was only responsible for 1.4 per cent of the total number of reported cases. 
The chart prepared from the 1950 statistics of the Children’s Bureau (Table 
IV) gives the incidence of the fifteen most common conditions or groupings 
of conditions in 142,177 orthopaedically handicapped children, which is 66 


TABLE II 
1950 


INSTITUTIONAL CARE OF CHILDREN IN STATE PROGRAMS FOR 
Total number of children receiving clinic and 
institutional services 
Total number of children in hospitals 
Total number of children in convalescent homes 


247,000 
43,600 (17.6 per cent.) 
5,800 (2.3 per cent.) 


Total number of hospital days 1,400,000 
Total number of days spent in convalescent homes 560,000 
Average stay per child in hospital zu m 


Average stay per child in convalescent home 
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TABLE III 


ORTHOPAEDIC CONDITIONS 
CSrarısrıcs on 142,177 Hanpicaprep CHILDREN IN Srare Procrams iN. 1950) 


Per cent. 
1. Neuromuscular disorders 36.0 
2. Congenital malformations 29.7 
3. Developmental disorders 27.7 
4. Infections of bones and joints 6.6 


per cent of 216,623, the total number of children receiving services under the 
state crippled children’s program for that year. 

There are no exact figures available on the cost of crippled children’s care; 
however, it is estimated that in 1950 approximately $30,000,000 was spent 
by the states and territories in their crippled children’s programs. If 25 to 35 
per cent more care is being given through private sources, the total would 
then be between $37,500,000 and $40,500,000. Of the amount spent for state 
care approximately 25 per cent, or one in every four dollars, comes from 
Federal funds. The costs of care have steadily risen and have increased so 
sharply in the last several years that two years ago many of the states were 
forced to curtail their programs because of lack of funds. Since 1940, the 
average cost per patient per day in most hospitals has increased from 200 to 
250 per cent. During 1950, the average cost of institutionalizing a crippled 
child in a state-designated institution was approximately $327.00 in a hospital 
and $666.00 in a convalescent home. i 


INSTRUCTION or THE CHILD 


In thirty-nine of the forty-eight states there are programs for the special 
education of the crippled child, or the exceptional child as he is most often 
spoken of (Table V). The number of special education services in the city 
schools has increased from 729 cities with such services in 1940 to 1,459 in 
1948, a growth of 100 per'cent. The total number of children in 1948 known 
to be receiving special education was over 440,000. It is estimated, however, 
that not more than 15 to 20 per cent of the approximately 6,500,000 children 
needing special education are receiving such. In all programs for the educa- 
tion of the exceptional child are included non-orthopaedic conditions, such as 
visual and hearing losses, epilepsy, rheumatic fever, speech defects, and car- 
diac conditions. The orthopaedically handicapped children constitute approxi- 
mately 8 per cent of the total number in need of special education. This 
special education is being given in the institutions, in special schools, in spe- 
cial classes held in schools for normal children, and in the home for those 
unable to go to school. In 1948, of over 30,000 orthopaedically handicapped 
children, 47.5 per cent were in schools and special classes, 27.7 per cent in 
hospitals, and 24.6 per cent in homes. Two out of three handicapped children 
can attend the regular classes with normal children. 


The weakness in the program for the education of the child handicapped 
by an orthopaedic condition is in the general hospitals, where there are sel- 
dom enough children at one time to justify the full-time services of a teacher. 
It is very heartening to sée the increase in the number of facilities for the 
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TABLE IV 


DracNosis 
(142,177 Cases) 


. Poliomyelitis 

Cerebral palsy 

Other diseases of bones and joints, including the 
osteochondritides 18,980 13.3 


w 9r 


4. Club-foot, congenital 14,803 10.4 
5. Flat-foot, acquired 13,030 9.1 
6. Other congenital malformations 12,361 8.7 
7. Cleft palate and harelip 7,949 5.6 
8. Scoliosis, idiopathic 5,358 3.8 
9. Osteomyelitis, pyogenic 3,923 2.8 
10. Tuberculosis of bones and joints 3,019 2.1 
11. Flat-foot, congenital 2,701 1.9 
12. Hip dislocation, congenital 2,682 1.9 
13. Arthritis, rheumatoid 2,456 17 
14. Rickets, active and old 2,043 14 
15. Spina bifida with meningocele 1,717 1.2 
TABLE V 
INSTRUCTION or THE CRIPPLED CHILD 
Number of states with special programs for education of ty 


exceptional children (1951) 
Number of cities with special education programs (1948) (100 ud 


per cent. increase in 8 years) 
Total number of children in need of special education (estimate) 6,500,000 


Percentage of total receiving education estimate) : 15 
Percentage of total number of children receiving special 
education who have orthopaedic conditions 8 


Location of special education in 1948 for 30,000 children with 
orthopaedic conditions: 
a. In special schools 47.5 percent. 
b. In special classes 27.7 percent. 
24.6 per cent. 


c. Home instruction 


education of the child with cerebral palsy whi 


the past several years. ; 
In one survey of ‘10,000 crippled children attending school, 80 per cent 
were in the first to the eighth grades, 7.4 per cent in grades higher than the 


eighth, and 4.4 per cent in nursery school. ' 
Each state has its vocational rehabilitation services, usually operated as a 


division of the state department of education, working very closely with the 
orthopaedic clinics and institutions. In the United States training In state 
vocational rehabilitation programs may legally begin at the age of sixteen. 
In the year 1951, 14,118 orthopaedically handicapped children between six- 
teen and twenty-one years of age were rehabilitated by the state services. It is 
interesting to note that 51.4 per cent of these rehabilitants were crippled 
because of disease, 30 per cent because of congenital malformations, and 5.1 
per cent because of amputations Or congenital absence of the extremities. Of 
nearly 184,000 rehabilitants of all ages in the last three years, 20 per cent 
were under twenty-one years of age (Table VI). The state services not only 


ch have been developed over 
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train but also furnish vocational guidance, find employment for the rehabili- 
tants, and follow them until they have made a satisfactory vocational adjust- 
ment. In the United States, there are practically no programs of vocational 
education which are operated as a part of a crippled children's institution as are 
to be found in Great Britain. 


INSTRUCTION OF THE WORKER 


The training of the worker, particularly of the doctor, the nurse, the thera- 
pist, and the teacher, in crippled children’s activities is another very important 
part of the program. The lack of adequate personnel has frequently proved 
to be the bottleneck of many programs. 

The three-year training course of the orthopaedic surgeon in the United 
States includes one year of children's orthopaedics. In 1951 there were 261 
hospitals approved for orthopaedic training, offering a total of 800 residencies 
(Table VIL). Of this number approximately 220 orthopaedic residencies were 
in work with crippled children in 117 approved hospitals. Each institution 
approved for work with crippled children has not less than twenty active beds 
for crippled children. If an orthopaedic surgeon is to participate in a state 
program for crippled children, he must now be certified by The American 
Board of Orthopaedic Surgery or he must have completed his training for 
Board certification. 

There are eight schools of nursing offering orthopaedic training with a capac- 
ity for 152 students. In addition, many short postgraduate courses are being 
given for the orthopaedic nurse. There are definitely not enough properly 
trained nurses in the hospitals and state programs. 

In 1951, there were thirty-one schools for training physical therapists, gradu- 
ating 498 students, and twenty-four schools for occupational therapists, grad- 


TABLE VI 
State Services For VocArioNAL REHABILITATION (1949-1951) 
No. of 
Patients Per cent 
Total number of patients of all ages: 183,810 
Total number under 21 years: 37,504 20.4 
Cause of disability in rehabilitants under 21 years 
a. Disease 51.4 
b. Congenital malformations 30.0 
c. Amputation or congenital absence of extremity 5.1 
TABLE VII 
Ortnoparpic Resment Trarinc Procram 1N 1951 
Total number of approved hospitals 261 
Total number of residencies 800 
Number of hospitals approved for crippled children’s training 
(45 per cent. of total) 117 


Number of crippled children's residencies (27.5 per cent. of 
total) 220 
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uating 418 students. The number of graduates of these schools does not meet 
the demand for work in these fields. The greatest shortage now in the state 
programs is of physical therapists and next of trained social workers. There is 
a scarcity of the number applying to be trained in speech and recreational 
therapy; such therapists are extensively used in all of our programs. 

There is definitely a shortage of trained brace makers. This training is at 
present almost entirely under an apprenticeship system. A recent advancement 
in this field is the establishment of the American Board for Certification of 
brace-makers and limb-makers. 

There are now 175 universities giving special courses to teachers for work 
with the handicapped child. It has been recognized that the number of 
teachers with special training will never be sufficient to meet the demand, so 
that in nearly all states special education courses are being given for the class- 
room teacher. 


INVESTIGATION 


Investigations on problems of the causes of crippling in childhood un- 
doubtedly constitute the most important research in our specialty. Some of our 
university centers have excellent programs of biochemical, physiological, 
pathological, and anatomical research related to the crippled child, but there 
are not enough of these programs. Some of the more important basic problems 
now being investigated in the orthopaedic clinics in the United States are 
bone growth, epiphyseal stimulation, repair of bone, protein content of bone, 
biomechanics of gait, scoliosis, congenital deformities, muscle physiology, and 
poliomyelitis. Research in connection with metals and other materials for 
braces is another recent development. 

Nearly every clinic has some type of program of clinical investigation with 
follow-up studies on its cases. In many clinics there are animal investigations 
related to surgical procedures. In the last survey made of orthopaedic re- 
search in 1940, there were 368 laboratory and clinical projects in 190 institu- 
tions. Of these 11 percent were wholly laboratory; 54 per cent were clinical 
and laboratory; and 35 percent were wholly clinical. Another survey is now 
being conducted by the National Research Council. It is the author's opinion 
that since 1940 the volume of research has more than doubled. The ortho- 
paedic surgeon of the past was interested more often in clinical matters than 
in research, probably because of his early training. In recent years, there 
has been more emphasis placed upon basic science and research in the teach- 
ing centers, so that the orthopaedic surgeon now finishing his training nearly 
always has an interest in some research problems. One of the outstanding 
research orthopaedic clinics in our country today is at the University of Cali- 
fornia where teaching, research, and clinical practices are coordinated into a 
pattern which it would be well for every large clinic to follow. 


Survey or STATE SERVICES 


of the crippled children's services in the 
Hawaii, Alaska, Puerto Rico, and 
he Public Care of the Crippled 
and the author is Secretary. 


During 1951, a survey was made of th 
forty-eight states, the District of Columbia, 
the Virgin Islands, by the Joint Committee on t 
Child of which Dr. A. Bruce Gill is Chairman 
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This survey was made primarily to secure the opinions of the orthopaedic 
surgeons who were actively participating in the state programs. 

As a result of this survey, not only were many needs pointed out, but also 
many weaknesses in the programs became apparent. Forty needs were listed 
from fifty-three sources (Table VIII). As might be predicted, the most fre- 
quently mentioned need (fifteen times) was for more funds. The second 
greatest need (twelve times) was the lack of an adequate number of social 
workers and the need for better social-service investigation. In addition to 
inadequate social work, the shortage of personnel was almost everywhere 
apparent, but shortage of physical therapists was next in frequency, followed 
by shortage of nurses, occupational therapists, and speech therapists. The 
need for better coordination in the state programs and inter-agency liaison was 
mentioned eight times. 'The doctors in seven states were cognizant of the lack 
of adequate educational facilities for the children. Five states needed better 
facilities for the care of the child with cerebral palsy. In four states the hos- 
pital facilities and number of crippled children's beds were not adequate 
and in four states attention was called to the fact that the follow-up of hos- 
pital patients in the clinics was not satisfactory. Proper parent education 
was mentioned as a need three times, but probably is a need in all states. In 
two states the programs were definitely not well administered and in two 
other states is was felt that the vocational rehabilitation services were not 
active enough. In two states the need for convalescent facilities was men- 
tioned, but, as a general rule in the country as a whole, the policy is to send 
the children from the hospital back to their own homes as soon as possible 
after surgery and normal postoperative care. In many states, in recent years, 
convalescent homes have been closed because of the small number of children 
needing this type of service. One need which was only mentioned once, 
although it is believed to be a real need in every state, is facilities for the 
domiciliary care of the child hopelessly crippled with cerebral palsy, progres- 
ive muscular dystrophy, infantile paralysis, and similar conditions. 


TABLE VIII 


Mosr Imporrant oF Forty Neeps REVEALED iN 1951 STATE SunvEY 
oF ORTHOPAEDIC SURGEONS 
(IN Onpzn or Frequency MENTIONED) 
- Additional funds 
. Better social-service investigation and follow-up 
. Additional personnel 
a. Social workers 
b. Physical therapists 
c. Nurses 
d. Occupational therapists 
- Better coordination between agencies 
Better educational facilities 
More facilities for care of the child with cerebral palsy 
Evaluation surveys of professional care 
. Programs of parent education 
. Facilities for domiciliary care of the hopelessly crippled child 


It was the opinion of the joint Committee that the best operated state pro- 
grams were those which were administered by a special crippled children’s 
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commission or medical agency. The programs were being administered by a 
health department in thirty-one instances, a welfare department in ten 
instances, a crippled children's commission in four, an education department 
in three, and a health and welfare department in one. It was found that 
where a crippled children's program did not have an independent status, 
monies often were being appropriated by legislatures when the legislators did 
not know how much was actually needed for the care of the crippled child. 
This was believed to be an unfortunate situation and in many instances the 
Committee was of the opinion that the crippled children's programs were 
suffering. 

It was found often that, because of a state agency policy of having the 
crippled children cared for by orthopaedic surgeons as close to the homes of 
the patients as possible, some of the older established institutions were not 
obtaining sufficient patient material for teaching and investigation. Moreover, 
this policy of decentralization in many instances definitely was not resulting 
in the best of medical care for the children. 

It was appreciated by the Committee that in many states the medical care 
of the crippled child was not what it should be. The Committee strongly 
endorsed state evaluation surveys of professional care by competent and older 
orthopaedic surgeons from other states. 

There was no doubt that in many states there was a duplication of services 
in which different agencies were actually competing for the care of the 
crippled child. The Committee recommended that a state coordinating 
committee be established in every state, made up of representatives of all the 
crippled children's private and public agencies. $ 

Many of the programs lacked the leadership of the orthopaedic surgeons 
and often political influence had crept into the programs. The Committee 
very strongly recommended that the orthopaedic surgeons should always be 
active in the administration of their state programs and that, when political 
influences were affecting the programs adversely, they should see that steps 
are taken through state, county, and city medical societies to remove these 
political influences. 

As a result of this survey, recommendations for the improvement of the 
crippled children's services were made by the Joint Committee to the Execu- 
tive Committees of The American Orthopaedic Association and The Ameri- 
can Academy of Orthopaedic Surgeons for their approval. These recommen- 
dations then will be presented to the Children's Bureau of the Federal Secur- 
ity Agency for their consideration and hoped-for action. 


CONCLUSION 


The author hopes that from this short discussion of our past and present 
activities the kde has been able to obtain some idea of the problems of the 
care and treatment of the crippled children in the United States. Wen a 
working for the betterment of our programs, whether it is in Greant nain 
America, or other parts of the world. As a result of our efforts, it can ope : 
that there will everywhere be a continued rehabilitation of ER gs pos 
sible number of orthopaedically handicapped children. None of us will ever 


live to see the day of the perfect program in any state or nation; we can only 
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hope that it can always be said that the orthopaedic surgeons of today are 
meeting their responsibility for the restoration of the crippled child to a normal 
life, or as nearly normal a life as possible. 


Nore: The author wishes to express his appreciation to Dr. Romaine P. Mackie, of 
the Office of Education, Federal Security Agency; Dr. Arthur J. Lesser, of the Children's 
Bureau, Federal Security Agency, Mr. Russell J. V. Deane, of the Office of Vocational 
Rehabilitation, Federal Security Agency; and Dr. Hart E. Van Riper of the National 
Foundation for Infantile Paralysis, Inc., for their assistance in supplying many of the 
statistics used in this article. 
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Orthopedic abnormalities are not uncommon findings in children. Their 
discovery is often difficult in the very young child. Because of this our discus- 
sion will be concerned with those orthopedic abnormalities which are seen 
in children from birth to five years of age. Emphasis will be placed upon early 
diagnosis in order that the best results and the shortest course of treatment 
can be anticipated. The diseases which will be described will be approached 
from the point of view of the pediatrician or the general practitioner, those 
persons who are responsible for the over-all health of the child. 


Two groups of abnormalities will be described. This grouping is based 
upon the age of the child who exhibits the symptoms. In the first group we 
will describe those orthopedic abnormalities which are seen in children from 
birth to 12 months of age. In the second group we will consider some abnor- 
malities seen in children from the first year to the fifth year of age. 


The first abnormality to be considered is "congenital" muscular torticollis. 
This abnormality usually involves only one sternocleidomastoid muscle. 
Contrary to common teaching it is not the result of. hemorrhage into the 
muscle. Studies by Middleton! have shown that the disease is due to circula- 
tory stasis, a situation analogous to Volkmann's ischemic contracture. Chand- 
ler? has indicated that "congenital" torticollis occasionally exists prior to birth, 
and that it can be a potent factor in causing breech presentations. A hard 
immobile fusiform swelling rarely tender will be present in the muscle at birth 
or more often manifest itself by the tenth to the fourteenth day of life. Micro- 
scopically, this mass consists of fibrous tissue and degenerating muscle cells. 
The diseased muscle is shortened and the face is gradually turned away from 
the affected side. The baby cannot turn its head toward the involved side. 
If this muscular contracture is permitted to continue untreated, the skull be- 
comes foreshortened in the oblique fronto-occipital diameter. The level of the 


“Used with special permission of The Pennsylvania Medical Journal, and of Dr. Rabe, 
of Danville, Pa. ` 
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eyes changes, the mastoid process becomes increasingly prominent, and the 
clavicle and the shoulder become elevated on the affected side. A lower cervi- 
cal and upper dorsal scoliosis can develop with concavity toward the involved 
side. Such is the course of the progressive "congenital" torticollis. 

The existence of the tumor runs a variable course. It often increases in size 
until at the age of four to six weeks it is as large as an almond. The mass then 
begins to regress and may disappear completely within five to eight months. 
During the period of first recognition and through the age of six months, it has 
been recommended that the lump be massaged, and the baby's head be cau- 
tiously turned daily in a direction opposite to the pull of the diseased muscle. 
If, however, the tumor continues to increase in size after the sixth week of life, 
and if the pull of the diseased muscles causes increasing torsion of the head of 
the baby, surgical correction of the lesion is indicated. This can be undertaken 
with these indications as early as three, but preferably not before six months 
of age. 

The complete investigation of the cause of "congenital" torticollis should 
include an x-ray examination of the cervical and upper thoracic portions of 
the spine. The purpose of the examination is to rule out the presence of a con- 
genital abnormality of the vertebrae which can also result in somewhat sim- 
ilar clinical symptoms. 

Fracture of the clavicle of the newborn is mentioned merely because it is 
probably the most frequently broken bone in the newborn baby. Diagnosis of 
the fracture is made when the baby performs the Moro reflex asymmetrically 
with the arms, and when an x-ray examination confirms the suspicions so 
raised. Hyper-mobility and crepitation of the bone are seldom found. The 
discovery of a callus on the clavicle is another method of diagnosing the 
disease, although it is obviously retrospective. This finding highlights the 
diversity of opinion concerning therapy. Although immobilization of the arm 
and shoulder on the affected side is sometimes recommended, there are physi- 
cians who feel that no treatment is required. One physician has stated that 
no lasting deformity or abnormality has been seen as the result of such an 
attitude.* 

An asymmertical Moro or embrace reflex manifested in an upper extremity 
can be produced by entities other than clavicular fracture. These entities in- 
clude fracture of the long bone, brachial plexus injury, or even epiphyseal 
‘separation of the humerus. D 

Fracture of the upper arm is not common in a newborn baby, and when it 
occurs it is noted jist below the insertion of the deltoid. Treatment is obvi- 
ously orthopedic and requires early simple fixation by splints. 

Brachial plexus injuries occur in spontaneous deliveries, but they are more 
likely to be noted when excessive traction is exerted upon the head. Tf this 
force is slight, the nerves are stretched; if severe, the nerves are actually torn. 
The nerves most often involved are the suprascapular, the fifth and the sixth 
cervical nerves. The seventh and eighth cervical and the first dorsal nerve are 
occasionally involved. The amount of recovery depends upon the extent of 
nerve injury. If nerves are torn and perineural bleeding occurs, complete 
recovery from the symptoms is not to be expected. 

Injury involving the whole brachial plexus results 
following motions: abduction and external rotation o 
supination of the forearm, and dorsiflexion of the wrist. 


in impairment of the 
f the arm, flexion and 
The injury may be 
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complicated by fracture of the clavicle, neck of the scapula, shaft of the 
humerus, or by epiphyseal separation of the head of the humerus. An asso- 
ciated and sometimes fatal lesion is injury to the phrenic nerve resulting in a 
unilateral diaphragmatic paralysis. This is accompanied by mediastinal flutter 
and often contralateral pulmonary atelectasis.‘ 

The Klumpke type of paralysis, which is rare. is due to injury of the lower 
roots of the brachial plexus. The intrinsic muscles of the hand are paralyzed 
and the hand may be red and swollen. Accompanying this is a homolateral 
Horner's syndrome with drooping of the eyelid, enophthalmos, contraction of 
the pupil, and absence of sweating of the involved side of the face. This 
syndrome is due to injury of the sympathetic fibers in the first thoracic roots. 

It is apparent that before treatment is undertaken in a child with suspected 
brachial plexus palsy, radiologic examination of the chest, involved extremity, 
and associated joints should be made. Treatment should be conducted in 
cooperation with the orthopedists. 

The treatment of associated diaphragmatic paralysis is supportive. Oxygen 
therapy for cyanosis, digitalization for occasional associated cardiac failure, 
gavage feeding in face of tachypnea, and chemotherapy to prevent complicat- 
ing pneumonia in the atelectatic areas are the therapeutic measures to be 
considered. 

Epiphyseal separation is an entity which occurs most often as a result of 
breech delivery. It is seen in the upper humeral epiphysis and in the upper 
or lower femoral epiphysis. In humeral injury the affected limb is usually 
limp, extended, and externally rotated. If the femur is the site of injury, the 
baby maintains a frog position even on the second day of life. In all instances 
there is local tenderness and pain on passive motion. Low-grade fever is not 
infrequent. X-ray evidence of pathology is not visible until at least after the 
fifth day of life. 

In the course of healing epiphyseal separation one should be aware of the 
possible occurrence of hypocalcemic tetany with convulsions. This compli- 
cation can be successfully treated with calcium intravenously, then orally, 
plus vitamin D orally.* j 

No specific treatment is needed for the epiphyseal separation itself. How- 
ever, the patient should be followed until the callus is absorbed and weight 
bearing is begun. 

An important group of orthopedic diseases of the hips which can be recog- 
nized during the first six months of life are the related anomalies of dysplasia, 
subluxation, and luxation of the hip. The probable interrelationship of these 
three abnormalities was publicized by Hart.? Congenital dysplasia of the hip 
may be defined as an interruption in the growth forces of the rapidly grow- 
ing mesodermal elements which form the anatomical structures of the hip joint 
as a whole. This includes the innominate bone, femur, capsule, ligamentum 
teres, and musculotendinous structures about the hip. As a result of this ab- 
normality in growth, the hip joint may become partially dislocated or subluxed. 
But not until weight bearing is begun (which begins with crawling) will 
complete dislocation or luxation be noted. 

The etiology of this sequence of maldevelopment is not known. 

Clinically, the earliest sign of dysplasia or subluxation is limitation of ab- 
duction of the thighs. Normally the thighs can be abducted 80 to 90 degrees 
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from the vertical in a quiet baby. Failure of this degree of abduction can be 
noted as early as the newborn period, but at this age it is not always patho- 
gnomonic of a dysplastic hip.* Within the period of the first four months of 
life associated clinical findings can be seen, especially if the hip becomes par- 
tially dislocated. The folds or creases of the inguinal region, the buttock, the 
thigh, and the popliteal spaces will be uneven and the pelvis may be tilted 
with the affected side being higher than the normal side. A sign said to be 
of value is found with variable frequency and inconsistent enthusiasm; this is 
Ortolani's sign of the click. When the hips are flexed, then slowly abducted, 
a clicking sound is heard as the reduced femoral head rides into the acetabular 
socket. 

Roentgenographic signs of hip dysplasia may be slight or lacking until 
three months of age or more.*" Clinical findings are to be relied upon before 
this. 

The natural history of a dysplastic and partially dislocated hip joint is not 
predictable. It is agreed that a dysplastic hip may become a normal hip with- 
out treatment or the hip may become partially dislocated. A case of a partially 
dislocated hip in a child one year of age returning to normal without treatment 
has been documented. However, in our present state of knowledge it would 
seem advisable to treat a dysplastic or partially dislocated hip as soon as it is 
recognized. A simple Frejka splint which is nothing more than a pillow 
placed between the baby’s legs holding them in marked abduction is sufficient 
for dysplastic hips and some partially dislocated hips.’ Older children with 
luxation will more likely need casts. The point to be remembered here, how- 
ever, is that early diagnosis of dysplastic hip, followed by early referral to an 
orthopedist, will enable the child to be treated without a cast. 

Orthopedic abnormalities of the feet in newborn infants should be recog- 
nized. However, it is difficult to define those mild or moderate abnormalities 
which will spontaneously return to normal as opposed to those which need 
treatment. As yet there is no dogmatic answer to the problem, and one can 
only describe the situation as it appears at the moment. 

Calcaneovalgus deformity of the foot is recognized among orthopedists as a 
possible precursor to flatfoot. This sequence occurs if the abnormality is 
marked.!! A moderate to marked calcaneovalgus foot will show the following 
characteristics by the fifth or sixth day of life: calcaneous position with the top 
of the foot in close relationship to the anterolateral aspect of the leg, resistance 
to extension of the ankle to much below a right angle, a small concavity in 
front of the lateral malleolus on extension of the foot, and a tendency toward 
external rotation of the entire limb. The original calcaneovalgus foot is 
not flat. It is thought that the outward rotation of the leg will lead to valgus 
position of the foot, and this in turn will be followed by developmental flat- 
foot. Developmental flatfoot can lead to knock knees. Since this is more likely 
to occur in the severe calcaneovalgus foot, supervision of treatment of this 
deformity should be done by the orthopedists during the first few weeks of the 
infant's life. 

Congenital “clubfoot” is a term used to de maar 
of shape or position. It is said to occur in one out of one thousand births. 
Seventy-five per cent of the abnormalities are classified as equinovarus. A 
closely allied abnormality which has been defined by Kite!? as a "third of a 


scribe a foot which is twisted out 
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clubfoot" is metatarsus varus. In this abnormality there is forefoot adduction 
and eversion, and no associated equinus deformity. Both equinovarus and 
metatarsus varus can be recognized in the newborn period and both should 
be treated immediately by the orthopedists. 

The next group of orthopedic abnormalities which we will discuss are most 
often seen in children over the age of one year. Discussion of these entities 
is undertaken to provide the physician with an awareness of the lesions, the 
key to diagnosing these entities which are not immediately obvious on physical 
examination. 

In the course of normal development of the spinal cord, the bony vertebral 
axis grows at a faster rate than the main neural axis. Thus at birth the neural 
conus medullaris is found opposite the third or fourth lumbar vertebra, and by 
the time growth has ceased the conus lies opposite the first lumbar vertebra. 
Abnormalities of the lower thoracic, lumbar, or sacral parts of the spine can 
cause pressure on the spinal cord, and thus a fixation of the cord which will 
prevent its caudal migration. Such abnormalities are numerous and include 
bony spicules growing from the posterior aspect of the vertebral body across 
the bony canal, thus transfixing the spinal cord (diastematomyelia), extradural 
lipoma, subdural lipoma, fibrous tissue tracts leading from the skin to the dura 
or even intraspinal meningocele. Most of these lesions are associated with a 
spina bifida occulta, hemivertebra, or other bony abnormalities of the vertebral 
column.!* : 

The clinical symptoms associated with these abnormalities are varied but 
can be easily categorized. Progressive neurologic or orthopedic defects of the 
lower extremities such:as weakness in muscle groups, cavus, valgus, or varus 
deformities of the feet, the late onset of walking, urinary or fecal incon- 
tinence or regression in excretory habits after satisfactory "training" has been 
established, can be seen singly or in.combination. Any of these abnormalities 
when seen in association with cutaneous mid-line lumbosacral tufts of hair 
or cutaneous telangiectases plus roentgenologic evidence of spina bifida oc- 
culta should alert one to the possibility of existing intraspinal pathology. 
There should then follow a diagnostic investigation to ascertain whether or not 
the child deserves an exploratory laminectomy. Early operation will prevent 
the progression of symptoms and, if the symptoms have not existed too long, 
may even result in some regression of the complaints. 4.15.16 

Coxa plana (Legg-Perthes’ disease) is the second orthopedic abnormality 
occurring in this older group of children. It usually occurs in the age group. 
between four and ten years, but it has been seen in the third year of life.!7.18 
The etiology of coxa plana is not known. Pathologically, there is swelling, 
edema, and hyperemia in the synovial membrane of one or both ‘hip joints. 
Microscopically, there is villous formation, hypervascularity, and perivascular 
lymphocytic infiltration in the synovial membranes. Softening occurs at the 
junction of the neck and the epiphyseal disk due to decalcification and in- 
creased vascularity. Following this there occur areas of increased calcification 
in the epiphysis, which areas are subsequently invaded by blood vessels 
and granulation tissues leaving areas containing very little bone. The epiphy- 
seal head then flattens and becomes wider and the femoral neck becomes 


thicker and shorter. With healing the bone recalcifies, but the femoral head 
remains mushroom-shaped.17 
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‘The commonest symptom of this disease is a limp. It is slight at first. The 
other symptom, pain, begins later and is mild. It is referred to the groin, the 
inner aspect of the thigh, or about the knee, i.e., along the distribution of the 
obturator nerve. The pain is worse with activity but is relieved by rest. Oc- 
casionally limitation of motion is noted early in the course of the disease. 

The most important signs of the disease are limitation and pain at the ex- 
tremes of motion of the thigh, especially lateral motion and rotation. This 
limitation, pain, and even muscular spasm, will increase with the severity of 
the disease. Limp which occurs late in the disease is due to limitation of mo- 
tion and shortening of the femur. 

Early diagnosis of coxa plana is arrived at by thinking of the possibility 
of the entity and is confirmed by the roentgen findings. Treatment is mainly 
concerned with limitation of weight bearing, which is most successful in the 
early stages of the disease. During the stage of synovitis without bone changes, 
treatment can lead to healing without bone changes. Even when bone changes 
have begun, early diagnosis and treatment shorten the course and lessen the 
extent of the disease.!* 


SUMMARY 


In conclusion, then, we have attempted to describe those orthopedic ab- 
normalities which occur in children under the age of five years whose early 
diagnosis and treatment lead to maximal recovery. These entities have in- 
cluded ‘congenital’ torticollis, brachial plexus palsy, epiphyseal separation, 
dysplasia of the hip, and abnormalities of the feet, all of, which occur during 
the first six months of life. Those orthopedic entities seen most frequently 
in the age group of one to five years included intraspinal abnormalities with 
associated orthopedic and neurologic defects in the legs and sphincters, and 


coxa plana. 
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PARENTS OF THE ORTHOPEDICALLY 
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Parents as such have received a great deal of attention in recent years. 
They have been the object of many realistic and-dispassionate studies on the 
part of. psychiatrists, psychologists, sociologists and workers in related fields. 
It has become clear that while with most parents the feeling of loving con- 
cern predominates, even the best of them have occasional moments in which 
the contrary emotion gets the upper hand. This modern view does not des- 
troy respect for parents, but tends to heighten appreciation for their struggles 
and to open the way for more effective relationships in family life. 

In this new approach, all parents are seen as individuals as well as mothers 
and fathers. As individuals they have the same basic emotional needs as 
everyone in our society — the need to love and the need to be loved, and, 
in addition to this, the need for self-development. If their own childhood was 
rich in happy contacts with loving adults, the chances are that they as grown- 
ups know how to create this same atmosphere of love and trust — and especi- 
ally that as parents they have a basic security and confidence which stands 
them in good stead as they meet the issues of family life. After a childhood 
in which love and acceptance are the basic realities of life, one is pretty sure 
to be well equipped to cope with any human problem even a difficult or 
painful one. Happy parenthood is then a fitting sequel to happy childhood 
and youth. New depths of love and reassurance are fathomed and the life of 
the parent becomes rich indeed in warmth and in all the qualities which make 
the loving spirit. The little company of trusting people — the family — give 
a continuing sense of unity and support, a group strength, which engenders 
new personal forces and encourages further self-fulfillment. From this base 
of childhood security, and the additional securities in adult life, parents reach 
out to fulfill other aspects of their particular personal needs in work, in edu- 


cation, in the assuming of civic responsibilities and in artistic endeavor, and 


in turn bring to their family the results of these enriching experiences. 
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Such is the case with parents who are happy and secure. But of course there 
are many parents who have had all too little happiness or sense of security, 
and a few who have had none at all.. Hence we may expect their attitudes to 
reflect their insecurity, and their responses to be in accordance with their 
unmet needs. An anxious parent who brings fear to his marriage and home 
because of personal feelings of conflict — perhaps recollections of painful 
childhood experiences — often finds himself denied the benefits of love, feels 
himself hemmed in and stalemated. In his predicament, he often falls back 
upon protective devices, places over-emphasis upon his children, makes com- 
plaints against others, blames and pities himself alternately — in short, shows 
signs of distress that bespeak his long-felt need for love and acceptance. 


Parents and family relationships are ever changing. By new currents and 
forces in family life alterations occur, and roles of members are subject to re- 
adjustment. For instance, in a happy home, the coming of a new baby tends 
to bring people closer together — parents and children have a new bond — 
though the little brother or sister may take a while to get used to the baby. 
Again, the illness of a loved son or daughter draws parents together in their 
natural apprehension. The maturing of a young son, and interest in his shift- 
ing concerns in high school or college, often creates new interests and new ties 
and gives parents a wider outlook on the world than they had had before. 
The marriage of an older daughter means readjustments of the younger 
children in the home, even though the married one still plays an important 
part as older sister. Father's loss of a job and his finding another are poignant 
events in family life. The death of a loved one and the sense of sorrow over 
loss— this universal experience in families — tends to bring people together 
in new ways for comfort and loving support. In such changes and many 
others, parents as well as children, are constantly: developing as individuals; 
their emotions are ever becoming richer and deeper. As the years pass, their 
love for their children finds new means of expression, and more and more in 
their turn they enjoy their children's love. Though in some cases undesirable 
attitudes may be uppermost, it may happen that parents who feel insecure 
have the happy experience of learning to love their children and of having 
their love returned in good measure. Everyone is accessible to the forces 
of love, if only ways and means may be discovered. 
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With the thought of common attributes of all parents in mind, let us con- 
sider the parents of the orthopedically handicapped child. First of all, let it be 
said that they are like any other parents — they are not made different in kind 
by virtué of the- youngster’s handicap. They have the same feelings of love, 
and often some feelings of rejection. Parents who have heretofore been happy 
and secure will be able to face the facts with fortitude: the situation of handi- 
cap offers them opportunity to reaffirm the essence of parenthood — loving 
Care, recognition of the qualities of the child, and at the same time a con- 
tinuance of their own full life as persons. A recent case in point is that of a 
young couple who learned from medical authority that their small daughter 
was not going to be able to walk without brace and crutches. The first reaction 
of disappointment and despair was followed by gradual unembittered accep- 
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tance of the situation and cheerful planning to make the best of it by helping 
the child to turn to the things she could do well. They would perhaps not 
be human if they did not feel some hurt, but these parents had a basic quality 
of love upon which they could build in this time of stress. 


On the other hand, many parents, though reasonably secure, go through 
an experience of continued emotional stress, and even parents well strength- 
ened by love sometimes have misgivings. Worrying over their child’s ortho- 
pedic condition, they will wonder whether there was something they might 
have done to prevent it. Feelings of guilt on this score are frequently keen, 
even when the parents have done the best they could, both before and after 
the birth of the child, to get competent medical advice and care, and though 
they have ministered to the young one themselves in the most skillful and 
loving way. 

For most parents it is painfully difficult to face the fact that their child has 
an imperfection. They are apt to think that their son or daughter will surely 
go further in schooling, in occupation and in attainments of various kinds 
than they themselves were able to go. The parents of the handicapped child, 
like most other parents of our society, probably had expected their youngster 
to fulfill their dreams; hence the handicap is a major assault upon their sense of 
adequacy. 


Tuer Currp's HANDICAP 


There are many kinds of orthopedic handicap. Some of the common forms 
are: congenital anomaly, or malformation, cerebral palsy, anterior poliomye- 
litis, tuberculosis of the bone, osteomyelitis, scoliosis, torticollis, absence of a 
limb, and muscular dystrophy. 


When the child shows some congenital malformation parents usually learn 
of it shortly after the baby's birth. The physician is at hand to advise and 
reassure the mother and father. Readjustments to the youngster as he is, 
rather than as they expected him to be, must be made. Relatives have to be 
told. Possible operations to correct the condition must often be arranged, 
and it is important that parents realize the necessity of finding specialized 
authority in which they can place complete confidence. They must realize, 
too, that the treatment may be a very long and discouraging procedure. After 
parents have facéd such a situation together, there is a new bond between 
them — a bond which in some indefinable way communicates its existence to 
the infant, and draws him into the circle of love. This was the case recently 


when a baby girl was.found to have a condition that required operation and 


the use of casts afterwards for some months. Evidently she felt the full love of 


her mother's and father's support, for she was cheerful and happy and gave 


i i .' But it often happens that the child's con- 
every videna at hat he or she is not able to 


dition affects the father or mother in such a way t. 
love the youngster. Such was the case when a young father learned that the 
new baby had only one forearm. Troubled already by other matters, he at 
first refused to look at the baby. In such a plight, parents need help and under- 
standing, a little time to find themselves; and a chance to discover that their 


youngster has many assets. 
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When the child is handicapped by cerebral palsy, the parents' love is put 
to a test peculiarly severe. This condition — which is frequently attributed 
to congenital maldevelopment or birth injury, but may also be the result of 
later injury or disease — is one of neurological impairment. The child may 
be a spastic, able to walk only with a scissors gait, knees bent and knocking 
together, or an athetoid whose arms fly out in random movements when he 
tries to coordinate and whose face is often contorted in wry grimaces. Or 
he may be ataxic, uncertain of balance, and fearful of falling. Disabilities are 
of varying degrees. He may show paralysis of one side, or both sides, or total 
body involvement. He is likely to be affected in other ways too; his vision, 
his bearing and his speech may all be impaired. The chances are that he 
drools. Anyone who assists a child suffering from cerebral palsy knows this 
multiplicity of related problems. Parents who are confronted with this situ- 
ation find it hard indeed to meet all the child’s needs. They sometimes get 
discouraged at the slowness of his progress; weeks, months, and even years 
go by as they watch him struggling to pull himself up, or attempting to use 
braces or crutch. Often the youngster is quite helpless and is dependent upon 
his parents to feed him, clothe him and attend to all his other needs. The 
physical care takes up most of the mother's time, and father's evenings are 
spent in a round of exacting services for the handicapped one. Often the 
parents of such a child are devoted to him, but cannot help feeling the restric- 
tions put upon them by his limitations. This was the case with the parents 
of an only child, a bright-eyed boy of seven, who was found to have cerebral 
palsy. Though stunned by the sad news, they lost no time in seeking and 
following the best medical advice. From the beginning, the parents have de- 
voted practically all of their energies to the boy. The mother’s days have 
been spent in an unceasing round of activities — not only in washing his 
clothes, bathing him, feeding him, taking care of his toilet needs, but also, in 
addition, in carrying out the exercises prescribed by the doctor. The slow 
process of either doing things for him, or waiting for him to do them for him- 
self, has often been discouraging. The mother has felt tense and tired. Like- 
wise the father, hurrying home from his office job, has spent most of his 
evenings constructing equipment in the hope that his boy may learn to use it 
and be able to walk. He has been so absorbed in these efforts that he has had 
little time for other pursuits. Recently these devoted parents, finding that their 
nerves were beginning to be affected by the strain, have taken matters in 
hand. By skillful engineering they reorganized the necessary activities. They 
took account of all the things needed in their homemaking and in the special 
care of the youngster. They then budgeted their time in a flexible schedule. 
The mother arranged her work in a sequence that saved her energy and left 
her a little time to rest during the day. The father, too, rearranged his even- 
ings and week-ends. While continuing to construct needed equipment for the 
boy, he found time for other things as well. To save energy, he worked out a 
routine for the heavier chores. He took pleasure in painting the kitchen cab- 
inet and the window boxes, and, with the aid of his wife, made some wood- 
craft pieces for the living-room table. He now enjoys a half hour each evening 
in telling his son bedtime stories, Recently mother and father had a friend 
in for the evening, the first guest in many months, and they plan to have 
others in. Already the home is more relaxed and cheerful, and the youngster, 
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who was beginning to feel rather dejected in the midst of the routines, 
has spruced up and is showing spontaneous interests of his own. 

No less difficult are the problems parents face when their child has polio- 
myelitis. Even though education of the public has done much to forestall 
exaggerated fears, many parents are greatly alarmed by the mere mention of 
the word poliomyelitis, and when the diagnosis is definitely made by the 
attending physician, their anxiety is intense. Thinking of some other child 
down the street who was completely paralyzed as a result of the disease, they 
immediately picture their child as similarly affected. The youngster, too, 
when hurried off, as he is likely to be, to the hospital, suffers a traumatic ex- 
perience. It is important that while he is in the hospital his spirits should 
be sustained by the loving care of the people around him, as well as by the 
knowledge of his parents’ continued support and faith. As he gains strength 
it is indispensable that, even while still in the ward, he begins once again Cin 
so far as this is possible without over-exertion) to do things for himself — put- 
ting on his clothes, etc. He should have toys and games that will help him 
express himself and will develop his independence, and he should have a 
chance to play with other children. 

On his return home, as a rule he faces a period of limited activity, depend- 
ing upon the amount of involvement. Perhaps he feels insecure as a result 
of what has happened to him; it is possible that he may have a sense of being 
rejected by others. In his desire for self-expression he makes a bid for atten- 
tion, and often gets it. His worried parents try to leave no stone unturned, 
yet are troubled for fear of spoiling him. It is important that he do things 
for himself as much as is easily possible. His parents should constantly take 
account of his normal needs as a person, as well as of his handicap. Whenever 
there is real love in the home, the problem of the readjustment can be met. 
But the measures to be taken to meet the child’s needs are exacting and time 
consuming. Follow-up visits to the doctor must be made and expert nursing 
and therapeutic care obtained; the parents must learn how to do the pre- 
scribed exercises and use these to help the child. In many cases the occupa- 
tional therapist may be of great help. Meanwhile the child, if he is of school 
age and well enough, is enabled by the home teacher to keep up with his regu- 
lar school work. These measures take time and play havoc with the family 
routine. 

Take, for example, the case of a little girl of three who had poliomyelitis. 
She was whisked off to a hospital, a very ill little patient. While in the hos- 
pital, though incapacitated in both legs, she was lively. She played with her 
toys, and colored some pictures with her crayon. She also began to feed her- 
self. She was learning to pull herself up and showed a great deal of inde- 
pendence. Upon her return home, her well-meaning parents began to do 
everything for her, regarding her and treating her as a baby. Complications 
ensued when a baby brother arrived. The little girl was upset. Unsure of her 
place in the family, she played the baby herself and demanded a bottle in her 
turn when the little brother had one. The parents came to see the situation 
in its true light. They began to show their affection for her more openly, 
and encouraged her to do many things which were still possible to her in 
spite of her handicap. She is now helping herself in many ways and is finding 
a place for herself in the world. 
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Parents have serious problems, too, when their child has a marked postural 
defect. He may show the condition by rounded shoulders, head thrust for- 
ward, and pronounced stoop. Again, one shoulder may be hiked up while 
the other sags; or he may show other postural difficulties. In the earlier phases 
of deviation from good posture, many parents tend to minimize the situation, 
hoping that the child will overcome it by natural process as he grows older. 
When the defects persists, however, and his handicap is more noticeable, fear 
is often felt lest he appear markedly different from others. The problems of 
parents and child in relation to postural deviations are significant not only 
because of physical handicap, but also because of possible emotional implica- 
tions. Why does this youngster show poor posture? Is it his personality, as 
well as his shoulders, that parents see drooping? 

These are but a few of the many problems of parents in connection with 
their child’s handicap. Each parent tends to react in a way consistent with 
his emotional pattern and his needs, and in accordance with the relationships 
which he has established with the child up to the time of the impairment. A 
loving father or mother is able to surmount the obstacles of disablement and 
profit in spirit by new and perhaps even deeper satisfactions, but it is not 
easy. A great deal of sympathetic support and understanding on the part of 
others is needed so that parents may feel encouraged in their own efforts. 


Oruer CHILDREN iN THE FAMILY 


Parents of a handicapped child react variously.to the idea of having another 
child. Sometimes, oppressed by a sense of guilt — thinking that perhaps they 
may be responsible for this child's plight — they are afraid that other children 
might divert too much of their attention from the unfortunate one to whom, 
in their opinion, all efforts must be devoted. Other parents look at the situa- 
tion in a different light; they want to reestablish their own sense of adequacy 
by bringing another child, non-handicapped, into the world. Still other par- 
ents want the handicapped boy or girl to have companions. 

In homes where there are already other children, roles may have to be 
adjusted to take care of the handicapped child. If the parents love all their 
children, none feels neglected, but exaggerated fears and worries of father and 
mother are contagious, and non-handicapped children often act up with dis- 
tress signals to show longing for attention. In a home recently visited, the 
young mother was so concerned over the condition of her son that she spent 
most of her time attending to his needs, and the small daughter, jealous of her 
handicapped brother, began a series of devices — tantrums, lying, thumb- 
sucking, etc. — to assert her own need for attention and love. 


THE Parents AND Tuem NercHpors 


Many things have been said about neighbors. These folk — who are really 
all of us — of course, are not a peculiar breed, but a cross-section of human 
beings in their relations with others. Yet sometimes they have come to be 
considered as a stereotype of something undesirable — as a force which threat- 


ens. On the other hand, there is also the stereotype of the good neighbor, 
who assists in times of illness or loss, 
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As a rule, parents of the orthopedically handicapped child feel something 
particularly poignant about the relations with neighbors. Time and again, 
one finds entries in records: "Mother was ashamed to take the boy down on 
the street because of what the neighbors would say", or “The parents did not 
take her to the park on Sunday because neighbors would stare". Again, 
"Father walked a little ahead of mother and the boy when they passed the 
neighbor's house". These situations exist, even in a large city where relation- 
ships might be thought to be less personal. 

Possibly the curiosity of the neighbors is a relic of an old folkway — atti- 
tudes hostile to the different, to the strange, and to the cripple. Though 
warm-hearted in emergency, neighbors find it hard to greet parents and their 
handicapped child in a matter-of-fact way. Then, too, parents themselves 
carry over some of the old-time attitudes about the cripple and thereby tend 
to intensify the neighbors’ reactions. To them, as well as to the neighbors, 
there is something incongruous about trundling a ten-year-old girl in a baby 
buggy, even though this may be the only way they have to take the young 
one with them. And even when they have the latest equipment, provide the 
most modern prosthetic devices for their child, and dress him up in a beau- 
tiful suit, the situation is still painful to many parents. 


Trem CHILD AND THE SCHOOL 


The matter of sending a handicapped child to school presents a number 
of difficulties. Society expects children to go to school, and entering a child 
there at the appointed time is obligatory. Moreover, most parents in our society 
want their child to have the equivalent of what they had in schooling, and 
the chances are that they want him to go further, and do even better. 

With this in mind, one considers the problem, of the parents of the ortho- 
pedically handicapped child. The youngster’s handicap may have kept him 
out of school, and, though efforts were made to give him expert home instruc- 
tion, he may be several years retarded on entering. He has problems in keep- 
ing up and in getting ahead in his classroom work. There are other aspects, 
too; his appearance is often different from that of the other boys and girls at 
school. He may need to wear braces, and even though the parents buy him 
long trousers, these are not entirely successful in hiding the brace or artificial 
limb; he complains that the other children make remarks about him. An- 
other issue, also, is the matter of placing him in a special class for orthopedi- 
cally handicapped children. Many schools, because of fire laws and possible 
danger to the child and others in an emergency, require the child to attend a 
class for crippled children. In doing so, they offer many advantages, but 
often the child feels too different in a special class, and parents do not want 
him to be with other handicapped children. Hence he fails to benefit by the 
situation and his parents spend much time appealing to school yi May to 
relax their rule to permit him to enter the regular class. This failing, they 
try to obtain a home teacher once again, so that the youngster — and they 
themselves— may be spared the painful emotions connected with his going 
to school. . 

It is also true, however, that a great many parents regard the school €— 
ence as something pleasurable; it enables their child to be with other children 
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and to be like other children. They buy his school bag, and get him ready 
for the school bus with deep satisfaction. For them, here is one real way to 
triumph over physical limitations, 


Wnar Can Br Done 


Throughout these pages we have seen the predicament of parents in relation 
to their handicapped child. Yet it is believed that things need not necessarily 
be this way. Through mental hygiene much can be done to help them meet 
the issues. To this end some suggestions for parents are sketched below: 

1. Accept the situation of the child's handicap. The handicap exists as a 
reality; hence one must face it as it is, 

2. Obtain a careful diagnostic statement from recognized orthopedic and 
pediatric physicians, respectively, and remain under their care, rather than 
shift from one doctor to another. Also obtain a diagnosis and any needed treat- 
ment from ophthalmologist and dentist. Obtain a careful prognosis based 
upon all the findings as related to each other. Find out about long-range as well 
as short-range prospects. 

3. Obtain supplemental services for the child, such as assistance from psy- 
chiatric and mental hygiene clinics. Include vocational tests. The combined 
findings from physical and psychological clinics give a rounded picture. 

4. Build up the youngster. Whether he is bed-bound or less severely handi- 
capped, walking with braces, crutch, or other assistance, see the young per- 
son, rather than the handicap. Help him to develop his assets. Find out his 
interests; his choice of radio and television programs; his favorite airs on the 
victrola; his favorite toys and games; the pets he likes. Help him to find ways 
of developing his present interests and of exploring new interests — things to 
do, and places to go if he is able to make an excursion. Find out what things 
other children of his age enjoy, and adapt these. 

Help him to have a spot in the house that is his own. Provide him with oppor- 
tunities to do things for himself. Let him have a share in such family tasks 
as he is able to do, and let him have a part in the family planning. 

Let him be away from the family sometimes. Everyone needs a change; new 
faces and different happenings help to relieve boredom. Even if he can go 
only a block with a grown-up, to the store or post office, he may enjoy the 


trip. Camp is an excellent experience for many children who are physically 
able and ready for it. 


a € as well as father, to have some other interests 
beside the interest in her handicapped child. Engrossed in daily routines, 
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interest to her, whether English literature or interior decorating; country 
sports if they are available. None of these diversions is too expensive. She can 
probably find some responsible person for an hour or two, and will no doubt 
return to her tasks refreshed. 

As for father, he will do well to remember that he has his own needs for 
growth and self-development. Within a few blocks of the average city home, 
or a few miles from the house in the country, there are many opportunities for 
entertainment or education. Perhaps there is some regular evening session 
that would interest father, or he might attend special forums and lectures 
free. If he prefers to relax at home, he should be left free to follow his fancy 
without feeling that he is neglecting his responsibilities toward the handi- 
capped young one. Let him use his ingenuity to think up and make things 
that the others in the family can enjoy. His opinion as a person, as well as a 
parent, is worth heeding. 

Mother and father probably enjoy an occasional outing together. Special 
days that help to cement the bonds of family life should be observed together. 
These small things do much to reattest the spirit of love and confidence. The 
parents return refreshed for the exacting routines they must follow in caring 


for the child, and he benefits by the pleasant atmosphere. 


6. Enjoy the children. Every child has something to offer to the family 
group. Try to find the place that each child holds in the group, and help him 
to feel that he is valuable and wanted. New experiences shared by parents 
and children in pleasant ways will help to counteract the old painful rivalries 
and will tend to forestall feelings of jealousy. Let the other children live, 
too, while giving special thought to the needs of the handicapped youngster. 


7. Encourage relatives to discover good qualities in the child. They can 
be very helpful in the building of family morale. Try to understand these kin 
folk and find the best points about them. Try to eliminate the old stereotypes 
about “in-laws” and see them as persons with warm and humane feelings. 


8. Accept the neighbors. Recognize the reasons why they ask questions 
and show curiosity about the handicapped child. They would probably be as 
quick to offer help. Try to understand them. If the situation warrants it, 
become better acquainted on a friendly basis. Let them, too, get to know the 


child. 

9. Reach out to activities in the community. The particular activities de- 
pend upon the setting, the income of the family, their civic and social grids 
their religious attachments. Such endeavors tend to develop a sense of family 


pride and solidarity — and they keep a family from becoming too ingrown 


as a result of illness or handicap. 
ense of serenity. There are many de- 


10. Develop a spirit of cheer and a s à ny € 
lightful things that happen in the average home. There are little eccentricities, 
remembered sayings that are the particular property of this family. Everyone 

d then. This cheer grows out of what is best 


can enjoy a good laugh now an i : 
in human relationships — love and trust and the assurance that one is appr 


ciated. 

A sense of serenity is something 
It is made possible by feelings o 
doing the best one can in a situation. 


which derives from qualities in the inner self. 
f being loved and wanted, and by a sense of 
Parents who possess poise and inner 
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calm have something invaluable to offer their handicapped child — this 
serenity and their love. 


Wuar Tre Pustio Hearre Nurse Can Do 


The nurse carries with her professional skills which are reassuring to anxi- 
ous parents. She makes use of the foregoing mental hygiene principles, al- 
ways stressing the normal rather than the abnormal. Her pleasant manner, 
her acceptance of the realities of each situation as she finds it, her own poise 
and sense of serenity are of inestimable importance to parents and child. As 
far as possible she must divest herself of fixed attitudes about the propriety of 
behavior, ascertain as well as she can the reasons for the behavior and refrain 
from passing judgment, even in her own mind, upon the parents’ manner of 
attacking their problems. In this way, in cooperation with workers in allied 
fields, she is often able to bring to bear upon the situation the wealth of 
resources which are her particular equipment. Her accent is upon the opti- 
mum in nursing care for the child, and her services include the supervision 
of both physical and mental health of the child and his family. Her belief 
in the assets of the child and his parents can do much to help them reaffirm 
their faith in themselves. 


Conc.usion 


From the beginning of the pamphlet we have seen that the problem of 
parents of the orthopedically handicapped child is much the same as the prob- 
lem of all parents today. In our modern society, the roles of members of the 
family are changing and often ill-defined. There is some confusion as to the 
part that family members play in relation to each other. The parents of 
the orthopedically handicapped child show some of the same confusions as 
any other parents, but their problems are increased by the difficulties of ad- 
justment to the condition of their child — difficulties which make an attack 
upon their sense of security and adequacy. 

We have taken note of many ways by which parents can help themselves. 
We have also seen how the nurse can play an important part by her reassur- 
ing attitude and measures, any others, too, are aiding, and it is conceivable 
that the time will come when the public at large will accept wholeheartedly 


STANDARDS RECOMMENDED FOR THE HOSPITAL 
CARE OF CHILDREN WITH ORTHOPEDIC 
HANDICAPS* 


The standards described in this material were developed with the assistance 
of two advisory groups: 
1. The Orthopedic Advisory Committee to the Commissioner of Health. 
2. A technical advisory committee appointed by Dr. Philip D. Wilson, 
Chairman of the Orthopedic Advisory Committee and made up of per- 
sons from the Orthopedic Advisory Committee and other experts in the 
field. 
Thus, the experience and skill of the many specialties that contribute to the 
rehabilitation of children with orthopedic handicaps have been used in the 


formulation of these recommendations. 


These standards were developed chiefly as a guide for those hospitals 
which wish to be approved for payment under the State aid program of the 
Bureau for Handicapped Children of the New York City Department of 
Health. However, these advisory groups and the Department of Health feel 
that they may also be useful to any hospital caring for children with ortho- 
pedic handicaps. 

Consultants from the Bureau for Handicapped Children are available on 


request to assist any hospital in meeting these recommended standards. 


DEFINITION 


A child with an orthopedic handicap is defined as a child who has deform- 


ity or disturbed function of bones, joints, or motor apparatus. 


*Used by special permission of the Bureau for Handicapped Children, New York City 


Department of Health 
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Mepicar Starr AND Poricies 


1. The hospital should be approved by the Council on Medical Education 
and Hospitals of the American Medical Association for the training of resi- 
dents in orthopedic surgery and pediatrics. 


2. The hospital should be approved by the Joint Commission on Accredi- 
tation of Hospitals. 


3. Consultation service from the fields of neurology, psychiatry, otology and 
ophthalmology and other medical specialists when necessary should be readily 
available when indicated. 


performed and recorded by both the orthopedic and pediatric staffs. Daily 
rounds should be made by members of both staffs. At the discharge examina- 
tion, arrangements should be made for adequate orthopedic and pediatric 


4. Physical examination on admission or shortly after admission should be | 
l 
follow up and care, including home nursing and physical therapy. | 


5. Periodic staff conferences should be held at least once monthly and 
preferably weekly to review the course of the patients on the service. The 
orthopedic and pediatric staffs should be expected to attend, and participate 
in conferences; nurses, medical social workers, therapists and other professional 
workers where indicated should be invited to attend and participate. 


Nursinc STAFF 


1. The children’s orthopedic service should be under the supervision of a 
competent registered professional nurse licensed in New York State who has 
had advanced education or special experience in orthopedic nursing and pref- 
erably also in pediatric nursing. 


2. The operating room suite should be under the supervision of a compe- 
tent registered professional nurse who has had special training in operating 


room management, with an adequate number of assistants and other per- 
sonnel, 


3. One registered professional nurse should be on call in the operating 
suite and available in the children’s orthopedic service at all times. 


^. There should be one member of the nursing staff (registered nurses and 
auxiliary staff such as practical nurses, nurses aides, etc.) on duty for every 


Ps during the day, and one for every 30 during the evening and at 
night. 


5. All non-professional nursing personnel assigned to nursing should work 
under the supervision of a registered professional nurse at all times. 


DEPARTMENT oF PnysicAr. MEDICINE 


The hospital should have a department of physical medicine and rehabili- 
tation under the direction of a physician certified by the American Board of 
Physical Medicine and Rehabilitation. This department will include physi- 
cal therapy and occupational therapy. 
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Physical Therapy. 

l. At least one qualified physical therapist should be provided for every 
15 orthopedically handicapped children requiring physical therapy. The phys- 
ical therapists should be graduates of schools of physical therapy approved 
by the Council on Medical Education and Hospitals of the American Medi- 
cal Association and meeting requirements of licensure by the New York State 
Department of Education. 

2. Adequate space should be provided for the various physical therapy 
modalities. 

3. Adequate records should be kept and a progress report should be in- 
cluded in the patient’s unit record. 


Occupational Therapy. 

l. The hospital should have an occupational therapy department, under 
the direction of a qualified occupational therapist. The occupational therapist 
should be a graduate of a school of occupational therapy approved by the 
Council on Medical Education and Hospitals of the A.M.A. 

2. There should be one occupational therapist for each 20 orthopedically 
handicapped children requiring occupational therapy. 

3, Adequate records should be kept and a progress report should be in- 
cluded in the patient’s unit record. 

4. Space should be provided for the various occupational therapy activities. 


OTHER DEPARTMENTS 


Nutrition Department. 

l. Each hospital should have a nutrition or dietary department under the 
direction of a qualified nutritionist or qualified dietitian. All food served to 
orthopedically handicapped children should be selected and prepared under 
the supervision of a qualified nutritionist or qualified dietitian, in accord with 
the needs of the individual children. 


Qualified nutritionist is any person who has been graduated with a Bach- 
elor’s degree in home economics from an institution of learning approved by 
the University of the State of New York and has had at least 2 years’ experi- 
ence as a nutritionist in a health or welfare agency; OF who has received a 
Master’s degree in nutrition and has had at least one years experience as a 
nutritionist in a health or welfare agency; or who has had the equivalent 


of such training and experience. 
H J, 
Qualified dietitian is any person who has been graduated with a eed s 
degree in home economics from an institution of learning approve jl y the 
University of the State of New York and has had an interneship ys pe 
in a hospital approved by the American Dietetics Association, or who has ha 
the equivalent of such training and experience. ; F 
2. Facilities should be provided for the proper preparation, Me. re rig 
eration of foodstuffs, transportation of food, dishwashing and garbage isposa : 
3. Daily menus of food served to patients on the children's orthopedic serv- 


ice should be kept on file for a period of at least one month. 
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4. Separate facilities should be provided for the proper preparations of 
infant formulae. 


Laboratory Department. 


l. The hospital should have a Laboratory department under the direction 
of a pathologist certified by the American Board of Pathology in clinical 
pathology with facilities to perform chemical, bacteriological, hematological, 
and pathological services. The laboratory should be licensed by the Department 
of Health in accord with Section 103 of the Sanitary Code. An adequate num- 
ber of technicians recognized by the Registry of American Society of Clinical 
Pathologists should be provided to meet the needs of the patient case load, 


2. The hospital should have a supply .of blood on hand or facilities to ob- 
tain it at all times. 


X-ray Department. The hospital should have an x-ray department under 
the direction of a roentgenologist, certified by the American Board of Radi- 
ology, with facilities to perform radiographic services and render suitable 
written reports. The X-ray Department should be licensed by the Department 
of Health in accord with Section 107 of the Sanitary Code. An adequate num- 
ber of technicians recognized by the American Registry of X-ray Technicians 
should be provided to meet the needs of the patient case load. 

Anaesthesia Department. The hospital should have an anaesthesia depart- 
ment under the direction of a physician certified by the American Board of 
Anesthesiology. Only trained and qualified physician or nurse anaesthestists 
should administer anaesthesia to such patients as require operative surgery. 


Socrar SERVICE 


1. The hospital should have a social service department which meets pro- 
fessional standards. A full statement of standards may be found in a State- 
ment of Standards to be Met by Social Service Departments as Set up by the 
American Association of Medical Social Workers (1949 revised edition). See 
also statement of Personnel Practices pamphlets prepared by the American 
Association of Medical Social Workers, 


2. Qualifications: 


A. Case Worker. Completion of a full graduate curriculum in social 
case work in an accredited school of social work; in addition, must be working 
under supervision of a qualified social work supervisor or have worked two 
years in a social service department of acceptable standards in a medical set- 
ting under the supervision of a qualified supervisor. 


} 3. Records. Adequate records of social casework services to individual pa- 
tients should be kept according to professional standards (as set up by the 
American Association of Medical Social Workers). Content of records should 
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include the analysis of the social problems and statement of the casework 
services provided. A summary report should be included in the patient's unit 
record. 

4. Statistics. Statistics should be kept of individual patients to whom case- 
work services have been given. It is recommended that reports of statistics 
should be made to the United Hospital Fund in accordance with standard 
procedures. 

5. Coverage. Because of the various and complex problems usually met by 
children who have handicapping conditions, it is important that social case- 
work services be readily available to those children and their families who need 
and desire service. 

6. Facilities. Office space should be provided to insure privacy of inter- 
views, conferences, telephoning and dictating. Sufficient clerical personnel 
and office equipment should be provided to carry on professional functions. 


EDUCATIONAL PROGRAM 


Provision of educational facilities and staff either by the Board of Education 
or meeting the standards of the Board of Education should be made for those 


children of school age. 


SERVICE ron PSYCHOLOGICAL TESTING 


The hospital should have or have available service for the psychological 
testing of orthopedically handicapped children when necessary. 


PuvsicAL PLANT 


1. The hospital should have a section devoted to the care of orthopedically 
handicapped children. The hospital should provide for the appropriate group- 
ing of children according to age, sex and individual needs of children. 

2. The hospital should conform to all federal, state and local laws relating 
to fire protection, water supply, sewage disposal, and should have adequate 


lighting, heating and ventilation. 
3. All rooms used for the care of orthopedically handicapped UE 
should have running water equipped with arm, foot or knee control, soap an 


disposable towels. 


4. A minimum of 72 square feet per bed should be provided. 
hildren should have one 


5. Each service for orthopedically handicapped c j hi d 
or more utility rooms equipped with facilities for the emptying, washing an 


sterilization of bed pans and enema equipment. ‘ 
6. There should be one toilet for each 8 ambulatory patients, 
shower or bathtub for each 16 ambulatory patients. 


7. An adequate plaster room should be provided. Gy 
8. An area should be provided for serving of meals and recreation tor 


those children who are ambulatory. 


and one 


—_— 


439 


HOSPITAL CARE FOR ORTHOPEDIC HANDICAPS 


440 


9. There should be adequate equipment to carry out the usual procedures 
or orthopedic surgical practice. 


POLICIES AND PROCEDURES 


Every precaution should be taken to insure surgical aseptic technique in the 
management of patients in the operating room. Every precaution should be 
taken to guard against explosive hazards in the operating room, according to 
standards recommended by the American Hospital Association and described 
in the manual Combustible Anaesthetics in Hospital Operating Rooms of the 


National Fire Protection Association, 60 Batterymarch Street, Boston 10, 
Mass. 


Records. Accurate and complete medical records should be kept, including 
the following: family and personal history; physical examination; special exam- 
inations such as consultations, clinical laboratory, x-ray, pediatric and surgical 
treatment; progress notes; condition on discharge; plan for medical super- 
vision following discharge, with recommendations for follow up procedures 
and agency referrals, physician’s orders; treatment given; in case of death, 
autopsy findings. A unit system of records should be kept. 

Visiting Hours. Visiting hours should be sufficiently flexible and liberal 
so that the normal family-child relationship will not be unnecessarily inter- 
rupted by the child's hospitalization. 

Arrangement with Community Public Health Nursing Agencies. The hos- 
pital should have an arrangement with the community public health nursing 
agency or agencies so that there may be continuity of care between the hos- 
pital and the home for both in-patient and out-patient orthopedically handi- 
capped children. 

Convalescent Care. Arrangements should be made so that convalescent 
care will be available for those children who require it. The hospital should 
have an affiliation or an arrangement with a convalescent facility or use facili- 
ties approved by the Bureau for Handicapped Children. 

Referral for Vocational Counseling. Arrangements should be made so that 
children who are in need of vocational counseling may be referred to a voca- 
tional counseling agency, such as the Division of Vocational Rehabilitation. 
of the State Department of Education. 

Employee Health Policies, Each employee assigned to the care of ortho- 
pedically handicapped children should have a pre-employment physical exam- 
ination, including chest x-ray, and an annual chest x-ray. Each employee with 
a disease in a communicable form should report it immediately to the Director 
of the hospital’s employee health service, and should be excluded from work 
until the communicability of the disease is no longer present. Records of the 
health status of employees should be kept on file within the hospital. 


Our-Parrenr DEPARTMENT 


l. The hospital should have an out-patient department which has both an 
orthopedic and a pediatric clinic with regular and scheduled service. A mem- 
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ber of the pediatric staff should regularly attend the children's orthopedic 
clinic. 

2. Adequate and properly arranged accommodations and facilities should 
be provided for the physical comfort and convenience of patients, medical staff, 
and personnel. 

3. The children's orthopedic clinic should be provided with sufficient 
qualified personnel — physicians, nurses, social workers and clerical assist- 
ance to assure proper care and guidance of the patient. Patients accepted for 
care in the out-patient department should be limited to the number that can 
be cared for by the professional staff provided. 

4. The out-patient and the in-patient records should be combined into a 
unit system of records; this combined record should be transferred at the time 
the patient goes from in-patient to out-patient service, or vice versa. 

5. Clinical laboratory, x-ray and other diagnostic and therapeutic services 
of the hospital should be available in adequate amount for the out-patient 
department. 

6. Patients should be seen on an appointment basis. There should be a 
system in practice for the follow-up of those patients who have broken an 
appointment. 

7. Conferences of the clinic staff should be held at least once monthly and 
preferably weekly to discuss patient problems, clinic organization, progress in 
therapy, etc. 


44 


AGENCIES FOR THE ORTHOPEDICALLY 
HANDICAPPED 


442 


NATIONAL AGENCIES 


American Heart Assn., Inc., 44 East 23rd St., New York, N. Y. 

Association for the Aid of Crippled Children, 345 E. 42nd St., New York 17, N. Y. 

Bureau of Public Assistance, Social Security Administration, United States Department of 
Health, Education, and Welfare, Washington 25, D.C. 

Canadian Council for Crippled Children, 92 College St., Toronto 2, Canada. 

Institute for the Crippled and Disabled, Inc., 400 First Avenue, New York 10, N. Y. 

International Society for the Welfare of Cripples, 127 E. 52nd St., New York 22, N. Y. 

Muscular Dystrophy Associations of America, Inc., 21 E. 40th St. New York, N. Y. 

National Epilepsy League, 130 N. Wills St., Chicago, Ill. 

The National Paraplegia Foundation, Broad-Grace Arcade, Richmond 19, Virginia 

National Society for Crippled Children and Adults, Inc., 11 South La Salle St, 
Chicago 3; Ill. 

United Cerebral Palsy Associations, Inc., 369 Lexington Avenue, New York, N. Y. 


STATE AGENCIES 


Alabama: State Department of Education, Division of Vocational Education, Mont- 


gomery. 

Alaska: Territorial Department of Health, Division of Maternal and Child Health and 
Crippled Children's Services, Juneau. 

Arizona: State Department of Public Welfare, Division for Crippled Children, Phoenix. 

Aanes: State Department of Public Welfare, Crippled Children’s Division, Little 

ock. 

California: State Department of Public Health, Crippled Children’s Services, San 
Francisco 

Colorado: State Department of Public Health, Division of Crippled Children, Denver. 

Connecticut: State Department of Health, Bureau of Child Hygiene, Division of 
Crippled Children, Hartford. 

Delaware: State Board of Health, Services for Crippled Children, Dover. 

District of Columbia. Health Department of the District of Columbia, Bureau of 
Maternal and Child Welfare, Washington. 

Florida: Crippled Children’s Commission, Tallahassee. 

Georgia; State Department of Public Welfare, Crippeld Children’s Division, Atlanta. 

Hawaii: Territorial Board of Health, Bureau of Crippled Children, Honolulu. 

Idaho: State Department of Public Health, Division of Maternal and Child Health and 
Crippled Children’s Services, Boise. 

Illinois: University of Illinois, Division of Services for Crippled Children, Springfield. 

Intt State Department of Public Welfare, Services for Crippled Children, Indian- 
apolis. 

Towa: University of Iowa, Crippled Children’s Servi I i 

Kansas: Crippled Children Commission, ebbe 20d 
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Kentucky: State Department of Health, Crippled Children Commission, Louisville. 

Louisiana: State Department of Health, Section of Crippled Children's Services, New 
Orleans. 

Maine: State Department of Health and Welfare, Bureau of Health, Division of Medical 
Services, Augusta. 

Maryland: State Department of Health, Bureau of Maternal and Child Health, 
Baltimore. 

Massachusetts: State Department of Public Health, Division of Maternal and Child 
Health, Boston. 

Michigan: Crippled Children Commission, Lansing. 

Minnesota: State Department of Social Security, Division of Social Welfare, Bureau for 
Crippled Children, St. Paul. 

Mississippi: State Board of Education, Crippled Children’s Services, Jackson. 

Missouri: University of Missouri, State Service for Crippled Children, Columbia. 

Montana: State Board of Health, Division of Crippled Children, Helena. 

Nebraska: State Board of Control, Department of Assistance and Child Welfare, Services 
for Crippled Children, Lincoln. 

Nevada; State Department of Health, Division ‘of Maternal and Child Health and 
Crippled Children’s Services, Carson City. 

New Hampshire: State Department of Health, Division of Maternal and Child Health 
and Crippled Children’s Services, Concord. K 

New Jersey: State Department of Health, Crippled Children Commission, Trenton. 

New Mexico: State Department of Public Welfare, Crippled Children’s Services, 
Santa Fe. 

New York: State Department of Health, Bureau of Medical Rehabilitation, Albany. 

North Carolina: State Board of Health, Division for Crippled Children, Raleigh. 

North Dakota: Public Welfare Board of North Dakota, Division of Child Welfare, 
Bismarck. 

Ohio: State Department of Public Welfare, Division of Social Administration, Services 
for Crippled Children, Columbus. 

Oklahoma: Commission for Crippled Children, Oklahoma City. yx 

Oregon: University of Oregon Medical School, Crippled Children's Division, Portland. 

Pennsylvania: State Department of Health, Crippled Children’s Service, Harrisburg. 

Puerto Rico: Insular Department of Health, Bureau of Crippled Children, San Juan. 

Rhode Island: State Department of Health, Crippled Children’s Division, Providence. 

South Carolina: State Board of Health, Division for Crippled Children, Columbia. 

South Dakota: State Department of Health, Division of Crippled Children, Pierre. 

Tennessee: State Department of Public Health Services for Crippled Children, 
Nashville. 

Texas: State Department of Health, Crippled Children's Division, Austin. Ci 

Utah: State Department of Health, Crippled Children's Division, Salt Lake City. 


Vermont: State Department of Health, Crippled Children's Division, Burlington 
Virginia: State Department of Health, Bureau of Crippled ae. is 
Virgin Islands: Insular Department of Health, Services for Crippled eS 


Amalie, St. Thomas. n i 
Washington: State Department of Health, Maternal and Child Health and ICs 


Children's Section, Seattle. rye ; 7 
West Virginia: State Department of Public Assistance, Division of Medical Services, 

Charleston. i i 
Wisconsin: State Department of Public Instruction, Bureau for Handicapped iden: 


Crippled Children's Division, Madison. ; i 
Wyoming: State Board of Health, Division of Maternal and Child Health and Crippled 


Children, Cheyenne. 
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Heart disease in children is a major health problem and demands the atten- 
tion of teachers, school administrators, and school health personnel. lt is 
estimated that one in every hundred children of school age has rheumatic 
fever, rheumatic heart disease, or a congenital heart defect. Rheumatic fever 
and rheumatic heart disease alone cause more long-time disabling illness in 
children than any other disease. 


Development of preventive measures for rheumatic fever and of remedial 
surgery for various congenital heart defects has given impetus to case finding 
and points up the responsibility of school personnel in both casefinding and 
management of the cardiac and the rheumatic child. 


Rueumatic Fever ann Rueumatic Heart DISEASE 


Rheumatic fever and rheumatic heart disease account for about two-thirds 
of all heart diseases in children. Rheumatic fever may affect any part of the 
body. Most physicians agree that during the acute phase of rheumatic fever 
the heart is always affected. In addition, the joints, blood vessels, skin, or 
central nervous system may be temporarily involved. 


The threat of rheumatic fever lies in the possibility of permanent damage 
to the heart. After the first attack of rheumatic fever, two out of three patients 
are left with some heart damage. Often the effect on the heart may be so 
slight that little or no adjustment is required in the patient's school or home 
routine. However, the possibility that the heart may become less efficient in 
middle adult life has implications for vocational guidance while the child is 
in school. Sometimes the signs and symptoms of heart damage are not evident 
at first, but develop gradually later in life. In other patients, the signs of heart 
damage may gradually disappear. The greatest danger to the heart in rheu- 
matic fever comes from repeated attacks of the disease. Unless preventive 
measures are taken, rheumatic fever has a tendency to recur again and again. 
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And each new attack brings a new opportunity for permanent damage to 
the heart. 


The Nature of Rheumatic Heart Disease. It is this permanent injury to 
the heart, — a legacy of rheumatic fever, — that constitutes rheumatic heart 
disease. Just how is the heart affected? 


When rheumatic fever leaves the heart permanently injured, the injury is 
usually the result of inflammation of one or both of the valves on the left 
side of the heart. As the inflammation subsides, the valve heals by means of 
a scar, which leaves it roughened and sometimes deformed. This deformity 
may prevent the valve from opening or closing properly and so interfere with 
normal blood flow. Or the valvular opening between the upper and lower 
chambers of the left heart may become narrowed (stenosed). Sometimes the 
rheumatic process leaves the heart muscle permanently damaged or involves 
the protective membrane (pericardium) which encloses the heart. 


Very often the rheumatic heart disease is so slight that the child is not 
hampered by it and is permitted normal or nearly normal activity. These 
children, as well as those who recover from rheumatic fever with no sign 
of heart damage, should be under medical supervision in order to prevent 
further attacks of rheumatic fever, but their activities should not be unneces- 
sarily restricted. As the condition of the child’s heart changes, the physician 
will allow more or less activity. In some instances, damage to the heart valves 
can be remedied by surgery. But our greatest hope for protecting children’s 
hearts lies in early treatment and, even more important, prevention of rheu- 


matic fever. 
The Natural History of Rheumatic Fever. What is the nature of the rheu- 
he child’s heart? (Adults may 


matic fever that so often leaves its mark upon t l l 
get rheumatic fever too, but it attacks particularly children of schoo age.) 
Tt is often described as an 


Rheumatic fever is a disease of long duration. are some 
insidious infection because it is sometimes difficult to recognize. [DUE 


single specific test for diagnosing rheumatic fever. And once it i pad 
it is not easy to know when an attack of rheumatic fever has en a 
of its tendency to smolder and then suddenly to flare up in a more acute form. 


One attack leaves the child more 
sures are taken. 


Rheumatic fever is a recurrent disease. ] 
ks unless protective mea 


vulnerable than ever to new attac 

Rheumatic fever may affect connective tissue throughout the body. Tad 
ever, its effect on joints, blood vessels, skin or the central ae pa d 
temporary. It is the effect on the tissues of the heart that may be serious an 
long-lasting. , . 

Although the direct cause of rheumatic fever has not yet been es 
is known that certain types of infection with Group A hemolytic ae SA 
act as a ‘time bomb’ that sets off the rheumatic infection in a VERUM e yes 
vidual. The ‘strep sore throat’ is the most common streptococc ‘lia (mi ddle 
may be followed by rheumatic fever. Scarlet fever and a a ERE 
ear infection) also belong to this category- An ber o 3 e ead 
phases in the development of rheumatic fevér may make the rela P 


clearer. 
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First, the youngster has a sore throat. This particular sore throat happens 
to be a strep infection. i 

During the next period, averaging one to four weeks, the youngster seems 
to have recovered. 

The third phase, — that of acute rheumatic fever, — may last for weeks 
or months. Its onset may be characterized by fever and severe joint pains, or 
it may be so mild as to go unnoticed. The child may seem tired, pale, restless, 
— a bit under par. 

Warning Signals. While rheumatic fever has no symptoms all its own, 
there are a number of warning signals that teachers should be alert to notice 
and to report to the school health service or to the child's parents. The signs 
and symptoms listed here will not enable a teacher or nurse to diagnose 
rheumatic fever, but they do serve notice that the child who shows them is 
under par and should be examined by a physician: 

Failure to gain weight 

Pallor 

Frequent colds and sore throats 

Unexplained nose bleeds 

Pains in arms, legs, and joints (Joint pains of rheumatic fever usually 

occur during the day on weight bearing. ) 

Unusual restlessness, irritability, twitching or jerky motions 

Behavior and personality changes 

Poor school work by a child who has previously done well 

Bed rest is prescribed until, after weeks or months, the rheumatic infection 
dies down. Hormone substances like ACTH and cortisone, and salicylate 
drugs like aspirin may be prescribed to relieve symptoms. j 

Not every strep throat leads to rheumatic fever. In the general population 
about 3 to 10 per cent of strep infections of this nature result in rheumatic 
fever. For those who have had a previous attack of rheumatic fever, strep 
infections are much more likely to bring on a new rheumatic fever attack. 

Prevention of Rheumatic Fever. Here then, in the relationship between the 
group A hemolytic streptococcal infection and rheumatic fever, lies the key to 
prevention of rheumatic fever and rheumatic heart disease. 

The Committee on Prevention of the Council on Rheumatic Fever and 
Congenital Heart Disease of the American Heart Association has outlined a 
double defense against rheumatic fever: 

1. Long-term medication to prevent streptococcal infections in those who 
have had rheumatic fever. 

d 2. Prompt and thorough treatment of streptococcal infections in all chil- 
ren. 

Why should the child who has recovered from rheumatic fever be put on a 
long-term, preventive regimen? 

We have seen that the child who has once had rheumatic fever is much 
more vülnerable than other children to a repeat attack of rheumatic fever as 
a result of a strep infection. Some studies have shown that as many as 50 
per cent of strep infections may result in rheumatic fever in these individuals. 

Not every streptococcal infection makes its presence known. Therefore 
physicians prescribe small regular doses of the sulfonomides or of penicillin 
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in order to protect the rheumatic child from 'silent' strep infections as well as 
from those that show themselves by means of signs or symptoms. Some physi- 
cians prescribe a daily tablet of the preventive drug; others advise monthly 
injections of long-acting penicillin. Either method works so long as the medi- 
cation is given without fail, the year round. 

If by any chance a child on this preventive regimen should get a strep 
infection, then he is given large doses of penicillin to eradicate the infection. 

The second defense against rheumatic fever, — the prompt and thorough 
treatment of streptococcal infections in all individuals, — poses a number of 
practical problems. Are parents or teachers to report any and every sniffle or 
sore throat to the doctor? This is obviously not feasible. A list of seven key 
questions has been drawn up by the American Heart Association as a guide 
to when to call the doctor and what to tell him about a child's sore throat. 
On the basis of the answers to these questions, the physician can decide if he 
should examine the child for a streptococcal infection. 


1. Did the sore throat come on suddenly? 

. Does your youngster complain that his throat hurts most when he 
swallows? 

3. Does it hurt him under the angle of his jaw when you press there gently 

with your fingers? Are the glands swollen there? 

4. Does he have fever? How much? (Usually a strep infection brings on 
fever between 101 degrees and 104 degrees.) 

. Does your child complain of headache? 

. Is he nauseated? Has he vomited? 

Has he been in contact with anyone who has had scarlet fever or a sore 

throat? (Any child who has been exposed to scarlet fever should see 


his doctor for preventive treatment, even if he does not have a sore 
throat.) 


NAM 


In addition, in many communities the schools, in cooperation with local 
health departments and heart associations, are setting up rheumatic fever 
preventive programs. Although the details of the procedure vary from school 
to school, a basic element of the program is the emphasis on control of 
streptococcal infections. 

Another practical problem is education of the parent to the need for thor- 
ough eradication of the strep infection. Sometimes, instead of giving a long- 
acting injection, the physician prescribes tablets to be taken orally; usually, 
after a few days, the child appears fo have recovered. Unless the child's 
mother understands the importance of keeping up the level of penicillin in the 
blood over a ten-day period, she is likely to discontinue the tablet after a few 
days. 

Tui and parents are sometimes concerned that the child on long-term 
therapy will become a hypochondriac. If the child is not dg een if 
teachers and parents permit him the full quota of activity the n al ows, 
then there is little danger that taking a daily tablet will turn a child into a 
hypochondriac. The whole matter can be handled as routinely and neme: 
tionally as seeing that a young child takes his cod liver oil or brushes his 


teeth regularly. 
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The combined efforts of school personnel, parents, physicians, and com- 
munity agencies in a preventive program should succeed in making rheumatic 
fever a rare disease. 


CowcENrrAL Heart DEFECTS 


Advances in heart surgery have focussed attention on the child who is born 
with a congenital heart defect. Formerly nothing could be done for him. 
Now, every year brings new advances in heart surgery, so that a child who 
appears doomed today may be reprieved tomorrow — or next year — by a 
new development in surgical techniques. 

Meanwhile, it is important for teachers as well as parents to be aware that 
not every child with a congenital heart defect can benefit by an operation, 

There are many kinds of congenital heart defects, ranging in severity from 
the abnormalities so trivial that they in no way affect the child’s life to 
anomalies so severe that they are not compatible with life. 

When a teacher has in her classroom a child with a known congenital 
heart defect, her first thought may be to restrict him so that he will not 
become overtired. Doctors agree, however, that most children with congenital 
heart defects limit their own activity as necessary. Those who tire most easily 
just naturally slow down and do not usually have to have restrictions imposed 
upon them. Since each case is individual, the child's physician should be 
consulted and his recommendations as to activity should be followed. The 
physical education program may be modified if the physician so advises. 
As with the rheumatic child, unnecessary restriction on his activity can be 
psychologically harmful. Every child has the right to live as normal a life as 
possible. 

When a child returns to school after a successful operation for a congenital 
heart defect, the teacher should get the doctor's recommendation for activity. 
Usually, even when surgery has completely corrected the defect, the physi- 
cian will not want the child to take part in very vigorous exercise until three 
months after operation. Some children whose condition is improved rather 
than cured by surgery may require a few limitations. .In general, after the 
convalescent period is over and the child has completely recovered, the 
teacher's greatest problem will be to accept the fact the the child is now a 
healthy youngster who requires no more protection than any other boy or girl 
in her classroom. Once the teacher accepts this fact, she can do much to help 
the child and his parents adjust to the child’s new health status. 


Sus-Acure BACTERIAL ENDOCARDITIS 


Although bacterial endocarditis is a rare disease, physicians take special 
precautions to protect rheumatic patients or those with congenital heart 
defects against it. 

This severe infection can occur as a complication of rheumatic heart disease 
or of a congenital heart defect. Any break in the gum or other mucous mem- 
brane can open the way to certain bacteria that have an affinity for the site 
of previous heart damage. To protect the rheumatic or congenital heart pa- 
tient against this infection, physicians prescribe penicillin before and after 
operations that require a break in the mucous membranes, — tonsillectomies or 
oral surgery, — or any dental manipulation that is likely to break the gum. 
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FUNCTIONAL AND THERAPEUTIC CLASSIFICATION 


Most diagnostic referral forms used in clinics or in school health services 
employ the standard classification developed by the New York Heart Asso- 
ciation and distributed by the American Heart Association. The functional 
classification represents an estimate of the patient's response to effort. For 
example, if ordinary physical activity does not cause him undue fatigue, his 
functional classification would be Class I. 

Therapeutic classification represents the physician's recommendation as to 
the amount of activity the patient is permitted. For example, a child with 
active rheumatic fever may not experience fatigue or discomfort on playing 
baseball, yet he must stay in bed while the rheumatic carditis is active. He 
would be rated as Class I E. When the child has returned to school, unless 
his classification is I A, most teachers will want more detailed guidance „as 
to what restriction should be placed on the child. This is important in order 
to avoid restricting the child unnecessarily. 


Tue CLASSIFICATION OF PATIENTS 
Wits Diseases or THE HEART* 
Class A: Patients with a cardiac disease 


Class I: Patients with cardiac disease 
whose ordinary physical activity need 


but without resulting limitation of 


physical activity. Ordinary physical 
activity does not cause undue fatigue, 
palpitation, dyspnea or anginal pain. 


Class II: Patients with cardiac disease 
resulting in slight limitation of physi- 
cal activity. They are comfortable at 
rest. Ordinary physical activity results 
in fatigue, palpitation, dyspnea or 
anginal pain. 


Class III: Patients with cardiac disease 
resulting in marked limitation of 
physical activity. They are comfortable 
at rest. Less than ordinary activity 
causes fatigue, palpitation, dyspnea or 
anginal pain. 


Class IV: Patients with cardiac disease 
resulting in inability to carry on any 
physical activity without discomfort. 
Symptoms of cardiac insufficiency or 
of the anginal syndrome are present 
even at rest. If any physical activity is 
undertaken discomfort is increased. 


not be restricted. 


Class B: Patients with cardiaB disease. 
whose ordinary physical activity need 
not be restricted, but who should be 
advised against severe or competitive 
physical efforts. 

Class C: Patients with cardiac disease 
whose ordinary physical activity 
should be moderately restricted, and 
whose more strenuous efforts should 
be discontinued. 


Class D:Patients with cardiac disease 
whose ordinary physical activity 
should be markedly restricted. 

Class E: Patients with cardiac disease 
who should be at complete rest, con- 
fined to bed or chair. 


** 
No Hearr DISEASE: PREDISPOSING ETIOLOGICAL Facron 
sease is discovered, but whose course should 


of the presence or history of an etiological 
should be recorded as No Heart Disease: 
that the etiological diagnosis also be 


These are patients in whom no cardiac di: 
be followed by periodic examinations because 
factor that might cause heart disease. These cases 
Predisposing Etiological Factor and it is essential 
stated. 


and Criteria, rev. 1953, prepared 


see Nomenclature 22: : 
Association and its 


*For complete diagnostic criteria, í 
distributed by American Heart 


by New York Heart Association, 
athliates. r 
**For some patients both diagnoses will apply- 
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Unpiacnosep MANIFESTATION ** 


Patients with symptoms or signs referable to the heart but in whom a diagnosis of 
cardiac disease is uncertain should be classified tentatively as Undiagnosed Manifestation. 
Reexamination after a suitable interval will usually help to establish a definite di- 
agnosis. When there is a reasonable probability that the signs or symptoms are not of 
cardiac origin, the title Undiagnosed Manifestation should not be used. The diagnosis 


then should be No Heart Disease. 


Tue Epucationat MANAGEMENT OF THE Carpiac Cup 


When we consider the educational goals and the pattern of development 
of cardiac and non-cardiac children, we find that the similarities between the 
two groups are greater than the differences. 


Children with physical limitations require the same educational opportuni- 
ties all children need. Like other children, the child with a damaged heart, 
for example, needs love, acceptance, encouragement, guidance. Like other 
children, he must be helped to develop a sense of trust, of belonging, of ac- 
complishment, of sociality and integrity, of autonomy, and of industry. 


An effective school health service is essential for all children, whether or 
not they have heart disease. This service should provide for periodical medical 
examination and for joint planning of appropriate personnel of the medical 
and school staff in taking steps to: 


1. Provide opportunities for healthful living and prevention of ill health 

2. Appraise the health status of each child 

3. Plan with the pupil and parent to help the child acquire and maintain 
his optimum health status 

4. Correct remediable defects 

5. Develop in each child a positive attitude toward healthful living and 
a sense of responsibility to build, improve and conserve his health. 


In addition to an effective health service, a comprehensive school program 
will offer: 


1. Teachers who are physically and emotionally fit, in whom, in the words 
of Leonard Mayo, “there resides an effective confluence of the trained 
mind and the warm heart”, 

2. Good educational practices based upon sound precepts of child growth 
and development 

3, A healthful environment in which a balanced program of work, recre- 
ation, and rest operates in an atmosphere free from tension and strain. 

4. Health and nutrition instruction and practices as an integral part of the 
curriculum. 

>. Opportunities for teachers and parents to get to know each other, and 
to plan together for adjustments in school and home in accordance with 
the child’s needs. 

6. Joint planning with parents and others in the community for individual, 
family and community health. 


**For some patients both diagnoses will apply. 
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The Child's Attitude. The child's feelings about his physical condition are 
often more important than the condition itself. They are influenced in large 
measure by the attitudes of those about him. If the child feels that he is 
loved and accepted, whatever his imperfections, that the extra services neces- 
sitated by his condition are given freely and lovingly, he feels liked and re- 
spected. He feels good about himself. He accepts himself as he is, with his 
limitations and strengths. 

The bulletin Helping the Physically Limited Child! points out that: 
From the mental hygiene point of view, a person with a physical impairment is handi- 
capped only to the degree that he cannot cope with the problems which his condition 
presents. 'Two individuals with the same physical condition may react in entirely different 
ways; one may become bitter and unproductive; another coming to grips with his limita- 
tions, may set his sights within the realm of realization. 


Dr. Frank J. O’Brien, psychiatrist and formerly Associate Superintendent of 
Schools of the N.Y.C. system, states: 
I think the child can be helped to understand that all of us have some limitations one 
way or another and it is up to us to help the child accept himself and to really get pleas- 
ure and happiness out of what he can do, rather than resenting the things he can’t do an 
strive to do the things that are not good for him. We can help him through the proper 
development of attitudes very early in life to accept the types of life where he will be 
happy, where he can be productive and where he will attain his natural life span.? 


With wise counseling, the child comes to realize the importance of the 
preventive and therapeutic measures prescribed by the physician and takes an 
active part in a plan to effect his own health improvement. Instruction in 
nutrition, proper rest, hygiene practices, periodic medical check ups and out- 
door exercise becomes meaningful to him in the light of his own particular 
needs. The teacher need not be concerned about the child’s becoming too 
absorbed in himself and in his illness if the school provides opportunities for 
stimulating and interesting experiences and activities. 


The Teacher's Role. Very often the child who has had rheumatic fever 
or who has a congenital heart defect is the victim of unnecessary limitations 
upon his physical activity. The teacher should consider it her first responsi- 
bility to learn whether or not the child’s activities need to be limited. She 
should not take it upon herself to impose restrictions. 

The school health service itself has the responsibility of seeing that 1 
child is falsely labeled ‘cardiac’ just because the school physician has detecte! 


a heart murmur. s 

Most teachers will never be called upon to deal with a cardiac crisis 
in the classroom. It is highly unlikely that children with veg E 
disease or a congenital heart defect who are well enough to attend school wi 
suffer such a crisis. However, if a teacher is faced with such an emergency, 
she should follow these instructions: Let the child assume the most oaei 
able position for him. If he is short of breath he will want to sit up, a e D 
find it difficult to breathe while lying flat. Loosen tight clothing. í He m 
plenty of air, but protect him from drafts. The teacher's calm ma enil 
help reassure the child and the rest of the class. 1f the child Ee ax * 
and fainting is almost never due to heart disease, — ug e shou 
down, preferably with his head lower than the rest of his body. 
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Because teachers are expected to perform screening procedures, opportunities 
for preservice and inservice education should be offered to students and 
teachers. Many school systems are now holding workshops, institutes and 
offering counseling service in which qualified school and school health per- 
sonnel help teachers to make and interpret health appraisals. 


Helping the School Child with Heart Disease or Rheumatic Fever. Al- 
though many children who have recovered from rheumatic fever may not 
need to have their activities restricted, all of them should be watched closely 
for signs of possible strep infections that may lead to another rheumatic fever 
attack or for indications that may suggest a flare-up of rheumatic fever. 
Prompt referral to the school health service or the family physician and fol- 
low-up with the parents may be crucial in protecting the child from heart 
damage. 

Because rheumatic fever tends to occur in susceptible families, the teacher 
and the school nurse should stress the basic principles of healthful living to the 
child with rheumatic fever and to his parents. These include the need for 
adequate sleep and rest, a well-balanced diet, good dental care, early treatment 
of respiratory infections, and periodic medical supervision. 

When the school has instituted a rheumatic fever prevention program or 
where the school health personnel are alerted to the problem, there will be 
follow-up of each child who has had rheumatic fever to assure that he is on a 
prophylactic regimen. 

Bunn and Bennett? report a study by the Youngstown Area Heart Associ- 
ation in which a program was undertaken to prevent first attacks of rheumatic 
fever. The program began in 1950 with the education of school personnel, 
parents, nurses and doctors, stressing the importance of prompt detection of 
streptococcal sore throats and correct treatment. Talks by Heart Association 
nurses on the project outlined the problem of the prevention of rheumatic 
fever to the principals and teachers in Youngstown’s elementary and junior 
high schools, and with each school’s parent-teacher association. Literature 
was sent to the parents and a note was given to each child who was sent 
home because of a sore throat emphasizing the necessity and reasons for 
adequate penicillin therapy for strep sore throats. 3 

Second, a program was started with a selected group of children aimed at 
early detection of streptococcic sore throats by examinations and throat cul- 
tures and urging treatment of those children whose throat cultures were posi- 
tive for beta hemolytic streptococci. Although the practicality of the second 
part of this program was questioned, the study demonstrated the value of 
a community program for preventing rheumatic fever. 

Dr. Bunn and Dr. Bennett in summing up, state that: 
first attacks of theumatic fever can be prevented by early adequate penicillin therapy in 
a large: percentage of cases if the person with the sore throat can be identified and his 


physician is aware of the importance of correct treatment. One of the approaches is 
community education of parents, teachers, school nurses and physicians. 


Dr. Gene H. Stollerman, in a recent study at Irvington House,‘ demon- 
strated that there was evidence of recent streptococcal infection in almost 
every patient with acute rheumatic fever. It was also indicated that if a new 
streptococcal infection occurs while the rheumatic process is still active, it may 
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provoke exacerbation of rhuematic fever. The protection of the patient from 
new infection and the prompt eradication of streptococci from the throat at 
the inception of the disease is important. Proper diagnosis and treatment, Dr 
Stollerman states, may reduce prevalence of streptococcal infections and this 
could be réflected in a significant decline in the incidence of rheumatic fever. 

Dr. Stollerman summarizes that the incidence and morbidity of the disease 
can be reduced by early diagnosis and proper therapy of streptococcal disease 
and by diligent protection of rheumatic subjects from streptococcal infection. 


Tue Epucator’s DILEMMA 


Should a child with heart disease be in a regular class or a special class, 
or should he be taught in the home by a visiting teacher? These are questions 
with which educators and others interested in the child’s total adjustment or 
personality development are increasingly concerned. They know that every 
child wants to be like other children. Indeed, children abhor being different 
and the physically limited child is no exception. How then to provide a school 
environment, individual instruction, special services and measures which the 
child may need, yet help him to feel a part of the regular school program? 

Most children who have completely recovered from rheumatic fever, even 
those with a slight heart condition, do not require special adjustment of their 
class schedules, For children with greater heart damage, allowances must be 
made, If the child has had continuous home teaching during his convales- 
cence, he will be better prepared educationally to join his classmates in the 
regular classroom. Whether the required adjustments can be made in the 
regular class schedule depends upon the physical facilities of the school, the 
size of the classes, and other factors. 

Dr. Romaine Mackie, Chief of Special Education, Department of Health, 
Education and Welfare, makes the point that it is possible that a child might 
profit less from being in a regular class where he cannot possibly compete 
satisfactorily than in a special class, where the program is geared to his 
limitations. 

There can be, however, no blue print. Two children with the same amount 
of heart disease or recent history of rheumatic fever may need different edu- 
cational treatment. Environmental, emotional and social factors in addition 
to the purely physical must be considered. : als 

Dr. Wrightstone, in his Study of the Child with Cardiac. Limitations, 
makes the following recommendations: 


1. The placement of a child in a special class should be the responsibility of a diag- 


nostic and evaluate team consisting of the physician, psychologist, social worker, principal, 
sychiatric consultation should be obtained if indicated. 


and the school the child attends. P: 
pecial class should be considered by the team at least 


2. The retention of a child in a sı ss $ b, 
once each year after consultation with the child’s teacher and parents. 


munities do not have the specialists available to 


e of team work still holds. In a rural school, the 
the parent, the principal, and the 


Although most small com 
the city schools, the principl 
team will consist of the family physician, 
teacher. 
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Flexible Placement Schedule. Dr. Wrightstone emphasizes the short-term 
placement of pupils in special classes. 

As the child's medical status changes, his program changes, too. It is gener- 
ally agreed that adjustment should be in the direction of the regular full-time 
regimen. A short time in the special class for the child who has recently re- 
covered from an operation or a rheumatic fever attack may help him to adjust 
to the regular program. Similarly, transfer from home instruction to regular 
class may require a limited time in the special class to orient and adjust the 
child to school life. 


Integration versus Isolation. The special class need not be an isolated one. 
It should and must be an integral part of the school. Flexible administrative 
procedures will enable the child in a special class to share many activities with 
children in the regular classroom. 

Experience has demonstrated that some of the restrictions formerly placed 
upon the child with heart disease can be relaxed. Where physical facilities are 
favorable and medical approval is given, access to special areas of instruction 
and participation in general school activities should be encouraged. 

Minimum essentials of the integrated program are: 


.l. Physically limited children are given the same opportunities as other 
children in the school, as for example, participation in assembly programs, 
school projects, clubs, field day, science and nature room activities, gardening, 
shop work, home economics. In one school of 1700 pupils, children in the two 
health conservation classes take responsibility for publishing the school news- 
paper, spearhead Red Cross activities, and take care of collections and prepare 
health and safety exhibits for the school. 


2. "Teachers of special classes are given the same opportunities as other 
teachers. For example, supervisors, curriculum assistants, guidance and health 
counsellors, and consultants in subject areas, assist these teachers as they do 
other staff members. 


3. Pupils and teachers in special classes are included in the social activities 
E ae school, such as holiday celebrations, park fetes, bazaars, pageants, and 
the like, 


4. Special class pupils participate in the same physical education program 
as others, limited only by medical restrictions. Adaptations and modifications 
of games, game skills and dancing are arranged by alternating active 
and sedentary activities, simplifying figures of a dance, limiting the number 
of variations. 


5. Inter-class visits are arranged so that physically limited pupils can 
become acquainted with their age and grade peers. 


6. Periodic medical supervision and conferences of school health service 
personnel assure that the pupil is kept in the special class only as long as 
necessary. 


7. To assure continuity of education and of care, teachers of the special 
classes meet with the regular classroom teachers whenever a child is about to 
be transferred from the special class. If this is not possible the special teacher 
communicates the necessary information by phone or written report. 


CARDIOPATHIC-RHEUMATIC FEVER 


SHARING WITH PARENTS AND OTHERS IN THE COMMUNITY 


‘In order to plan a sound educational program for the child’ with heart 
disease, — as for any child, — we must know a great deal more about him 
than we can learn by watching him in the classroom. A great deal will de- 
pend upon the extent to which the school personnel understands the effect 
upon the child of such experiences as frequently recurrent sickness and long- 
term hospitalization, and such factors as family relationships, economic condi- 
tions, and the like. 

This concept of the child as the total of all his experiences is not a new one, 
nor is it confined to educators. In 1855 Walt Whitman wrote: 


"There was a child went forth every day 

And the first object he looked upon 

That object he became 

The early lilacs became part of this child 

....and the phoebe bird . . . . 

The mother at home, quietly placing dishes 
on the supper table 


The family usages, the language, the furniture — 
the yearning and swelling heart 


Affection that will not be gainsay'd — the sense 
of what is real — the thought if, after all, 
it should prove unreal 

The doubts of day-time and the doubts of 
night-time 


These became part of that child who went forth 
every day, and who now goes and will always 


go forth every day. 


And today, a hundred years later, we know that in order to reach the child, 
to plan his education, we must know him as he is and as he “goes forth every 
day.” We must think in terms of down-to-earth planning based upon an 
intimate study of each child, in his school, his home, and his community. 

Many schools realize the importance of parents’ opinion, attitudes and 
understanding about the schools their children attend. Teachers welcome 
parents into the school, share information about the child and plan with 
the parents for his welfare. In schools in which human relations are valued 
and flexible administration prevails, the teacher is allotted time to ane 
acquainted with the parents, to learn about the home situation and the bre y 
life of the child during out-of-school time. With mutual exchange of infor- 
mation, the child’s curriculum can be planned cooperatively and special meas- 
ures to help him can be undertaken. PES 

The teacher should understand how feelings of guilt about a child’s inade- 
quacies can lead parents to over-protect a child or to reject him. Shan penes 
reject a child, they are likely to reject the special services that the child needs. 
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"Teachers who understand this will seek to learn the parent's reactions, what- 
ever they may be, and will help them to accept the child and whatever meas- 
ures are necessary to help him. 

Problems concerning curriculum adjustment can be worked out best when 
parents are invited to visit the classroom to observe the class program in rela- 
tion to the child. If a special class is recommended, the parents should have 
an opportunity to observe the special class in action. 

At times, however, particularly when the child will need special protection 
and services over a long period of time, a parent may need the assistance of a 
counseling service. 

Kanner" emphasizes the need for parent education in relation to preven- 
tion or to exacerbation of physical or emotional anomalies. This is particularly 
applicable to the child with a history of rheumatic fever and/or a cardiac 
condition. These principles are stated: 


1. Prevention is practiced by maintaining health, not by agitations intended to avert 
disaster projected into the future. 


2. Parents must emphasize the sensitiveness of children, the sources and affects of 

j T j : i : 
anxiety, frustration and resentment, the warping results of coercive or overprotecting 
interference with the difficult struggle for a sense of identity. 


3. Accepted children have a better opportunity for healthy personality formation than 
unaccepted children. 


4. Accepted children are more apt to become accepting parents than unaccepted child- 
ren. 


These principles all converge, he states, on the same fundamental issue: 
genuine parental fondness, devoid of overprotection, coercion, or any other 
type of agitated curbing of a child's quest for growth and spontaneity, is the 
corner stone of preventive mental hygiene. Teachers, too, must be aware of 
the factors which foster growth and development and engender the sense of 
autonomy which is basic to wholesome, happy living. 


EDUCATION IN AND AFTER THE HosPrTAL 


Nurses and doctors report the therapeutic effect of a teaching program in the 
hospital. Individual attention and instruction. tend to reassure the child 
concerning his school work and to bridge the gap between the home and 
school and the hospital. Group activities for ambulatory patients in à room 
set apart for the purpose or in a corner of the ward provide opportunity for 
social experiences as well as for instructional activities. A variety of materials 
and experiences provides rich educational content and emotional release. 
Some activities which teachers report have helped children to adjust to hos- 
pitalization and prepared them for return to school are: (1) music, singing, 
dramatic play, puppet manipulation, working with clay, paint, and wood; 
(2) opportunities for radio and television programs; (3) developing a news- 
paper which serves as a link with folks at home and schoolmates; (4) cor- 
responding with classmates, friends, parents; (5) arranging for traveling ex- 
hibits from the local museums; (6) assembly programs, holiday celebrations, 
parties and the like. Doctors report that children have happier and shorter 
convalescent periods when there is a ‘school’ within the hospital. 


CARDIOPATHIC-RHEUMATIC FEVER 


Continuity of care and education of the child after he leaves the hospital 
is essential. There should be no loss of time between the child's discharge 
from the hospital and the resumption of his schooling. Thought must be 
given to the type of instruction the child will need. Should it be home instruc- 
tion, a special class or a regular school program? The child's best welfare is 
served when teacher, physician, social worker, and nurse confer about the 
matter. Much will depend upon the home situation and the availability of a 
school with facilities and services which will meet his needs. It is generally 
agreed that a short time in a special class serves to facilitate the child’s adjust- 
ment to regular class placement. However, each case must be considered 


individually. 


TEACHING THE CHILD IN THE HOME 


The educational objectives and principles are the same for a child learning 
at home as for other children in school. Attaining the objectives is more diffi- 
cult, If the child has been ill for an extended period, he will lack the experi- 
ence necessary for learning. He may become dependent upon his parents at 
the very age when a child’s natural drive for independence, for a sense of 
autonomy, is strongest. He may have missed playmates of his own age. 

The teacher will need to plan with others for socializing activities for the 
child, Carefully selected radio and television programs can bring the outside 
world to a child's bedside. The use of the two-way telephone between home 
and the classroom will probably be useful in giving the child a sense of par- 
ticipating with classmates. The visiting teacher can arrange with a neighbor- 
ing school to have small groups of children visit the child at home. ; 

Preparing the child for return to school should be kept constantly in 
mind. If the child is not confined to the house, he may visit the neighborh 
school occasionally or the local community center where he can observe how 
girls and boys play together; he may even join them at times, Some schools 
sponsor projects in which students visit children in their homes, invite them 
to school parties, write to them, and exchange holiday greetings. i 

Consideration of the type of school to which the child may most profitably 
return is essential, Does the school understand the needs of a child who v 
not had the same experiences as others of his own age? Is the class pet * 
enough for the individual attention and instruction this child may nee : 
Is the program flexible enough to fit the child? Would a e sime spen 
in a special class help the child to adapt to school? The teacher, the p Me 
the social worker, and an educational consultant who is familiar with the 
schools, their facilities, their administrative policies and their special services, 
will together, make the best decision possible for the child. 


RLS AND Boys To ACHIEVE VocATIONAL Maturity 


Guipwe Gr ; 
i i i imi ild cites some guiding 

The bulletin Helping the Physically Limited Chil e 
principles and practices that must be followed in relation qup and 
vocational guidance of the physically limited child. Among these are: 


1. The physically limited child is a ‘normal’ child with a physical limita- 
tion which may or may not handicap him. 
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2. Wherever possible, every effort should be made to enable these children 
to attend school and be members of a group. 


3. Wherever instruction takes place, whether in school, home, or hospital, 
the child's environment must be adjusted and programs adapted so that he 
may have, as far as possible, the same experiences as other children. 

4. Overprotection, or unnecessary restriction should be avoided. 


5. The child should be helped to understand how the special agencies and 
services may assist him and should recognize his responsibility in cooperating 
with them. 


6. Teamwork among all personnel is basic to a sound program of voca- 
tional guidance for the physically limited child. 


7. Guidance of the physically limited boy or girl should continue until 
adjustment on the job has been assured. 


Schools in which these principles and practices will flourish best are those 
in which: 

l. Planning for children is based upon understanding of how children best 
grow and develop. 


2. The special needs of a child with handicapping conditions are under- 
stood; opportunities to participate in the regular school program are provided; 
the environment is adjusted and procedures modified as the child's condition 


demands; all school personnel pool their efforts and resources to help the 
child. 


3. It is recognized that many children whose cardiac limitation is not 
handicapping while théy are of school age may become vocationally limited 
in later years, and therefore, are in need of special educational and vocational 
guidance. 


4. Good working relationships are engendered and a concerted effort is 
made to interpret the special problems of the child to the school staff so that 
he is accepted and welcomed into the school by all personnel. 


5. Special services are recognized as adjuncts to the learning process; 
supplementary services of official and voluntary agencies are sought when the 
need is indicated to help a particular child or group of children; the school 
provides leadership in the community in developing needed services and 
facilities. 

Dr. Brownell? states “guidance and vocational counscling of a rheumatic 
child should begin at the time the diagnosis is first made. If this is done 
there should be no need for rehabilitation.” 


When guidance begins early, the student is prepared to take into considera- 
tion any limitations which his condition may impose upon vocational train- 
ing and job placement. Through curriculum experiences, special measures 
and services, self reliance and independence can be fostered, good work 
habits and positive attitudes toward limitations and strengths inculcated. 
Teachers can often be influential in steering children's interests towards the 
vocations that are not especially strenuous. Girls and boys with heart disease 
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should be encouraged to continue high school and obtain the most educa- 
tion of which they are capable. 

Decisions concerning vocational guidance and placement should be based 
upon medical information and consultation with specialized vocational guid- 
ance counselors. 

Conferences between the guidance counselor and the cardiologist are 
necessary. Research has shown that workers with cardiac conditions need not 
limit their work activities too strictly. The individual's capacity for work 
depends on the degree of impairment rather than on the type of heart disease. 

The Bureau of Labor Statistics reports that in a controlled study of workers 
with cardiac disease and those with no impairment, absenteeism and work 
injury rates were only slightly higher in the first group than in the second. 
The work output was 2 per cent higher in the group with cardiac conditions. 
If they are properly placed, cardiacs are not handicapped workers. However, 
there are those for whom full activity is medically contraindicated. When 
medically indicated and recommended, those with severe cardiac conditions 
may find satisfying work in.a sheltered workshop. 


WORKING WITH THE COMMUNITY 


Schools can do most for children with heart disease when they work with 
other voluntary and official community agencies. The New York City Board 
of Education reports a project for exchange of information between the 
classroom teacher and hospital personnel. The teacher attends hospital staff 
conferences with the physician, nurse and social worker. Together they 
plan for the pupil. Careful records are kept by both agencies. It is planned 
that this exchange of information will be continued throughout the child’s 
school career and until his vocational problems are solved. 


SuMMARY 


Heart diseases most common in childhood are rheumatic heart disease re- 
al heart defects. The school health 


sulting from rheumatic fever and congenit: c l 
service has increasing responsibility, along with other community agencies, 
for referral and follow up of children suspected of having rheumatic fever, 
rheumatic heart disease, or a congenital heart defect. 


Now that rheumatic fever can be prevented through prompt treatment of 


or prevention of certain kinds of streptococcal infections, the teacher must be 
alert to indications of possible strep infection Cespecially strep sore throat), 
as well as to signs that a child is generally under par physically. i 
One of the serious problems in relation to the school child and heart deu 
is ‘over diagnosis’ of rheumatic fever that results in falsely labeling a norma 
child a cardiac child. Another problem is the tendency of teachers to over- 
protect the child who has some slight heart damage. The doctor's Ed 
dation regarding activity for the child should be sought and followe zy 
checked at regular intervals. As the child's condition changes, he will be 
allowed more or less activity. 


The importance of continuin, d 
ing teacher may conduct activities in the hospit: 


child's convalescence. 


the child’s education is stressed. The visit- 
EA al and at home during the 
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Whether the child, upon his return to school, should enter a special class 
or the regular classroom depends upon a number of considerations. Some- 
times the special class serves as a transition between home and regular class- 
room work. 

The needs of the child with heart disease are essentially the same as those 
of all children. Certain adjustments may be required because of his specific 
health problem. 

Vocational guidance is particularly important for the child with heart 
disease or for the child who has had rheumatic fever. These children should 
be steered into vocations that will not be too demanding physically in later 
years, when their hearts may show the effects of childhood rheumatic fever. 
They should be encouraged to attain the maximum education of which they 
are capable. 
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x Rheumatic fever presents certain clinical aspects and problems that make 
it rather unique in the medical field. Many of these characteristics require 
a type of medical attention that has considerable bearing upon the feeling 
of security in regard to the future experienced both by the child who has had 
the disease, and also by the parents whose child has been ill with it. The acute 
phase of the illness may have an insidious onset, with the child showing evi- 
dence of general malaise and accompanying irritability or lethargy for sever: 

days or weeks before the actual definite symptoms develop. Or the symptoms 
may develop suddenly following or during an upper respiratory infection. 


During the acute phase the child is obviously ill, and often experiences con- 
because the child is ill and 


he disease may at any 


siderable pain in the swollen joints. Not only 
therefore requires care, but more significant, because t 
time affect the heart, 
meticulously. As a result o 
supervision, a large percentage of the cases are hospita 
tion is typically of fairly long duration, extending from a 
much as several months. Bi 
child feels ill. ‘This fact alone is often extremely hard for 
hend unless he is repeatedly. warned of the danger to wh 
activity is resumed too quickly. 

After the bed rest is 
normal life. His activity must, at first, be sharply li 
the heart has become involved. During the period of gra 
activity, there is no way at the 
potentialities of the heart may 
ated with the pre-illness period. 
let me govern the rapidity with 


present time to d 


*Used by special permission of The American Journal of 
Josselyn, who is Consultant Psychiatrist, Herrick House, a conv: 
recovering from rheumatic fever (Bartlett, m.). 


the nursing care must be carried through extremely 
f this need for nursing care and close medical 
lized. This hospitaliza- 
few weeks to as 
ed rest is required beyond the period when the 
the child to compre- 
ich he is exposed if 


discontinued, however, the child cannot resume à 
mited particularly if 
dual resumption of 
etermine what the ultimate 
be for tolerating the level of activity associ- 
A doctor cannot say to the child, “If you 
which you return to active games and work, 


Orthopsychiatry and of Dr. 
alescent home for children 
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you will finally be able to play football.” He can only say that, by carefully 
graded steps, the child will finally reach a barrier which may permanently 
limit his participation in functions having physical strain upon his heart, 

This barrier is not static as a boundary of permanent limitations, within 
which the child will always be secure. One attack of rheumatic fever appears 
to make another more likely. One of the causes of recurrence involves the 
common cold. The cold may develop into rheumatic fever with further dam- 
age to the heart. Thus the child must be protected against the few causes of 
colds with which we are familiar, and must be put to bed again and protec- 
tively nursed whenever a cold occurs. It has been found wise to follow the 
period of acute illness with a period of supervised convalescence. This super- 
vision is often impracticable in the home. The child needs close observation 
to determine the extent of the heart damage and its potentialities for partial 
recovery. Frequently when he leaves the hospital, he does not return home 
but goes to a convalescent home. Again this is for an indefinite period, vary- 
ing from three months to several years. The management of the children dur- 
ing this period varies according to the institution. In the one with which I | 
am most familiar, the child is closely observed, and in that protected environ- 
ment allowed to return to relatively normal activities quite rapidly. Even 
with the program, however, it is a matter of three or four months at a mini- 
mum, and in some cases a year before the child is ready to return home. 
Thus, the child is deprived for a relatively long period of time of one of the 
basic needs of childhood, a home and family interrelationships. Even at the 
termination of the convalescent period, in many cases, his program does not 
include freedom of activity characteristic of the healthy child’s daily exist-, 
ence. The child is permanently handicapped and must look forward to a life 
in which much of his gratification will come from relatively sedentary ac- 
tivities. 

Other aspects of the illness have direct bearing on the child’s adjustment. 
Many of the children after the convalescent period is over are unable to stand 
the physical strain of play, the intensity of the program and the stair- 
climbing that is a part of regular public school attendance. Therefore, in 
many of our large cities excellent special schools have been developed to 
which the child is brought in a bus. There his activity is controlled, and rest 
periods and opportunities to individualize his school work provided. While 
from a physical and educational standpoint this is all to the good, it again 
sets the child apart and deprives him of the normal social program of his age 
group. 


his mother's supervision and evaded it at every opportunity. Six months 
after Johnny had returned to his home, a friend of his died. In this case, 
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the child did not die from rheumatic fever but from a chronic kidney condi- 
tion. Johnny was vague concerning the nature of the boy's illness. All he 
was aware of was that the boy had been sick for awhile, then was able to re- 
sume activity to about the extent that Johnny had, then he became ill 
again, and died. Johnny developed severe, recurrent night terrors. The 
dream was always the same. He saw the boy coming toward him. In the 
dream the boy seemed friendly, wished to play checkers with him, and in no 
way threatened him. In spite of this friendly return of the boy in the dream, 
the child was terrified. This terror persisted during the day. He was afraid to 
be alone. He wished the radio cabinet removed from the living room because 
it aroused severe panic in him. It looked like a coffin and he could see his 
friend, or someone, lying in it. His movements became tense and jerky, so 
that for a time it seemed the return of chorea. He was even less cooperative in 
limiting his activity. He rode his bicycle at an exhausting speed and for long 
hours. Interviews with this child brought out that he basically was terrified 
concerning his heart condition. Even before the death of his friend he was al- 
ways afraid that death was just around the corner. This anxiety he had to 
deny, however. His activity, not resulting in death, was indulged in as a way 
to reassure himself that actually he was not about to die. It indicated to him 
that he was like any other boy, and the doctor and his mother were wrong. 
Then his friend died. His friend had denied the existence of danger by the 
same technique that he had used. Thus the appearance of his friend was a 
warning that they would soon meet after death to return to their old compan- 
ionship. It was the child’s unconscious warning to himself that he too would 
die in spite of his denial of his illness. Many of the convalescent cases of 
rheumatic fever present the problem of refusal to obey the restrictions placed 
upon them. In some, it is probably an unconscious suicidal impulse, particu- 
larly when it is accompanied with depression. Many cases, however, are 
probably similar to the one cited above. The child denies the danger he feels. 
He whistles as he walks through the cemetery. 

As one observes the behavior of the rheumatic fever child at a convales- 
cent home, one is impressed by three observations. In a group of children 
recovering from rheumatic fever, a fairly large percentage of the children 
react to the regime and the dangers in which they live with a surprising 
capacity for adjustment. However, there is no question but that there is a 
higher frequency of manifestations of emotional disturbance than is found 
in a group of physically well, unselected children. In cases evidencing dis- 
turbance there is no characteristic pattern by which maladjustment is ex- 


pressed. 
factory hypothesis as to why the children who 


adjust healthily to their illness do so. Normality in psychiatry is always 
One can postulate an hypothesis, however, 
lates to either disprove or verify it. Illness 
i i observation that the ill child 


caring for him. The child whose ba [ 
health finds adequate reassurance in the peri 
dependency. This overcomes the anxiety an 
reality. Furthermore, if the child has a capacity 
of a prolonged period away from his parents is pari 


ty to relate to others, the effect 
tially alleviated by the 
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child's capacity to accept as parent surrogates the nurses and doctors who 
give him considerable attention because of the demands of his illness. In the 
convalescent home the house parents, the teachers, the doctor, and the su- 
pervisors of his program show sufficient interest in him to make it possible 
for him to shift his dependency to those individuals. As he discovers recrea- 
tional and occupational outlets that are compatible with his physical con- 
dition and intriguing to his interests, he finds a new mode of living which 
is an adequate substitute for the pleasures he has to renounce. T hus he makes 
an adjustment to a reality situation. That this hypothesis has some validity 
is suggested by the observation that even in those cases where the general 
picture is one of wholesome emotional adjustment, there is observed, par- 
ticularly during the early part of convalescence, a tendency for the child to 
appear more immature and more dependent upon adult relationships than 
would be expected for a child of the given chronological age. 

In those cases where evidence of maladjustment becomes apparent, the 
picture presented seems to relate to the problems of the child prior to his 
illness. In all cases of maladjustment which we have studied at Herrick 
House, there is ample material in the past history of the child to explain the 
etiology of the presenting problem. In certain cases the history also indicates 
that the child showed evidence of poor adjustment prior to his illness. The 
cases we have studied most intensively, however, give a somewhat different 
history. In spite of the potentially damaging experience to which the child 
has been exposed, his adjustment had been relatively adequate up to the 
time of his illness. With the onset of the illness, or during the convalescent 
period, this adjustment breaks down. The dynamics behind this maladjust- 
ment vary according to the case. They relate to the emotional problem the 
child has had the greatest difficulty in handling in the past and where the 
solution to the underlying conflict is most precariously balanced. Thus the 
study of this group of children brings out material that covers the whole 
gamut of child psychiatry, 

In view of the protean nature of the emotional disturbance observed in 
the child recovering from rheumatic fever, it is impossible to present a “typi- 
cal” case. The following two cases give some indication, however, of the 
meaning the illness has had to the individual child, and the part it played in 


of the heart damage. M 
brought on marked fatigue and respiratory 
the infection which subsided in a 
neral condition improved steadily 


following a nightmare, a situation 
which will be discussed in the psychological material. 
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Equally as alarming as the physical picture was the psychological picture 
the boy presented. He was extremely anxious about his condition, asked for 
constant reassurance whenever participating in the mildest form of activity, 
and expressed complete discouragement in regard to the future outlook for 
himself both physically and vocationally. He talked in a raucous, high- 
pitched, monotonous tone. When upset he talked at random, with no appar- 
ent continuity to his association, often forgetting what he was saying and 
compulsively repeating himself. At times he manifested either considerable 
anxiety, or his expression was masklike and he spoke without affect. Ob- 
serving him at these times raised the question of a possible early schizo- 
phrenia. 

M verbalized many anxieties. He was concerned about his physical con- 
dition and felt he would never be able to lead a normal life. He was con- 
cerned about his undescended testicle, partly because he had pain in it upon 
exertion and partly because he felt it made him different from other boys. 
He was also disturbed about nocturnal emissions which had never been 
explained to him. He expressed resentment over his father’s restrictions on 
his activity and at the same time feared to hurt his father or to worry him 
by disobedience. Lastly, he felt he was different from other boys, that there 
was something “queer” about him. This last concern was particularly ac- 
centuated at Herrick House since actually M was more mature than the 
boys he was with, both physically and psychologically. His interests were 
“intellectual.” He was obviously trying to compensate for his other limita- 
tions by driving himself into intellectual fields. He discussed his knowledge 
in a pedantic manner. The only other boy who approached him in maturity 
was physically stronger and more aggressive. b 

According to M until the initial attack of rheumatic fever, which he dated 
as occurring on his eleventh birthday, he had had normal boyish interests, 
taking part in competitive games with the other boys in the neighborhood 
and feeling quite adequate to them. After his initial illness his father had 
become extremely restrictive, manifesting a great deal of anxiety concerning 
the effect of any activity. During this first period, however, the situation was 
not too difficult because his mother was more lenient and allowed him more 
freedom when the father was not observing. During the time of his second 
period in a convalescent home, his mother died as the result of a cardiac 
condition. The father was unable to tell the boy of his mother’s death, and 
it was several weeks before M was informed of it. When he returned from the 
convalescent home, his father was even more restrictive. allowing i 
tically no physical activity. It was after this period of enforced invalidism 


that he came to Herrick House. £ rant 3 cates 
Early in his stay at Herrick House he discussed his gente n ona ed 
the physiological aspects of sex with the physician and some o rie ioe 
lors. The clarification of his ideas and the reassurance he Rom ia id 
relieve this particular phase of his anxiety. However, ih MGR 2 eu 
sided his confusion in regard to his relationship with his fa ver aba tt 
In the first psychiatric interview two phases of his anxiety > re sn 4 
On one hand he wished to be masculine, masculinity disci NE es 
physical capacity to deal aggressively with other boys. P is Ed a C 
periority to the other boys did not satisfy him, making him SEE 
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was fearful of physical attack from other boys and felt inadequate to defend 
himself, as a masculine person should be able to do. This conflict brought 
him face to face with his relationship with his father. He felt his father was 
crushed by his mother's death and that since his older sisters were less under- 
standing, he should in part fill his mother's place with the father. This 
identification with his mother led, however, to his equal identification with 
her heart condition, thus ultimately to a cardiac death. Furthermore he did 
not wish to be a woman; he wished to achieve as a man. This his father 
would not permit him to do. While rationally he saw his father's restrictions 
as based upon the father's anxiety concerning his heart, this explanation did 
not completely satisfy him. He felt also that his father did not really care 
for him except as an invalid. His father did not want him to grow into a man. 
He could hold his father's love only if he were a woman or an invalided 
child. He must relinquish the love if he became a man. Even though the 
doctors would permit him more activity than the father would, he could not 
violate the father's demands because his worry spoiled any fun M might 
have had. It made him feel too guilty. 

At the end of one of the interviews there was some attempt on the thera- 

pist's part to mobilize the hostility that was diguised in M's guilt. Following 
that interview, the father visited the institution, expressing a great deal of 
concern about M's activity. M was very anxious to hide from the father how 
much he was actually doing. Following this visit, M had a nightmare from 
which he awoke in panic. In the dream he was carrying very heavy logs in a 
dense woods, a setting similar to that of Herrick House. As he walked further 
and further, he felt he could no longer carry the load, but if he dropped it he 
would die. He struggled, carrying it as long as he could, but finally dropped 
it. He awoke and felt frightened, faint, and nauseated. The following morn- 
ing he did not feel well, and by afternoon his temperature was 101.2. He was 
kept in bed for a day and no further symptoms developed. 
, In the next interview with the psychiatrist, it became clear that the logs 
in the dream represented his anger. To carry anger, repressed, was exhaust- 
ing, but to let it go would mean death. His reaction to this interpretation of 
the dream was as if he had experienced a revelation, and he was able to 
discuss more freely, with less apparent guilt, his feeling that his father was 
keeping him an invalid for his own purposes. He discussed his father's atti- 
tude as indication of his unwillingness to accept the patient of he became a 
man. 

At the end of four months at Herrick House M was participating in the 
full activity of the group. His social adjustment was markedly improved 
both in his relationship with the boys and also with the girls. He was able to 
participate with apparent enjoyment in the group activities, and at times 
manifested real leadership ability. The summer following his convalescent 
period at Herrick House he returned for a vacation camp period. Observa- 
tions at that time verified the impression of striking improvement in the 
boy’s total adjustment. He participated freely and naturally with the other 
children in the camp activities, and assumed a position of leadership in the 
older boys’ group. In spite of obvious cardiac damage, his general physical 
tolerance for activity was excellent. He presented a picture of a vivacious, 

enthusiastic adolescent. He indicated a continued concern over his father's 
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restrictions, but told of a growing tendency to follow the advice of his 
physician and hide the actual extent of his activities from his father. This 
fall he is considering various plans for leaving home, in order to free himself 
of his father's pressure. 

This case offers several points of discussion which can only be touched 
upon in this paper. One aspect of note is the fact that while M's father was a 
difficult person prior to M's illness, M had apparently handled the situation 
adequately enough to be able to seek normal masculine patterns of activity. 
His illness deprived him of his physical outlet, justified the father's anxiety, 
and confronted the boy with additional evidence of his father's inability to 
accept a son as a competitive male. The death of the mother increased the 
problem, both because her protection was removed and because the father's 
inadequacy in dealing with life without the mother aroused the boy's sympa- 
thy and his guilt. As possible solution was to identify with the mother, finding 
relief in a feminine identification. This, however, actually meant death of his 
masculinity, a narcissistic blow he was unwilling to accept. Not accepting 
this solution, however, brought him face to face with his hostility toward the 
castrative attitude of the father. M felt physically incapable of defending 
himself against the retaliation his anger would bring. In addition, he could 
not face the world without the support and protection of his father. Thus a 
more aggressive reaction to his situation was doomed to failure and he faced 
another narcissistic threat. The gift to his father of, and a sublimated ag- 
gressive outlet through, intellectual pursuits resulted in his being rejected 
Furthermore his actual mental endowment, while adequate, 
was not great enough to give him a feeling of real achievement in this area, 
at least not a level at which his father would have been satisfied. Thus the 
rheumatic fever was the last link in a chain that proved to be a’ neurotic 
trap from which he could not free himself. 

Another significant aspect of the case is the question as to why such a 
seriously disturbed child showed such rapid improvement. A partial expla- 
nation rests probably in the fact that his emotional illness could be con- 
sidered an acute neurotic breakdown. Actually the last link in the chain was 
probably his mother's death. Prior to that time, during his previous convales- 
cent home experience, he had verbalized primarily rebellion against his 
father's control. An equally significant factor was undoubtedly the environ- 
ment Herrick House offered him. Aside from the little insight the boy had 
gained from his few interviews with the psychiatrist, the material was used 
chiefly to determine the method of manipulating the environment in Nac 
he was. He was told frankly what his heart condition was, but was encourage 
to try out his physical tolerance under the careful but nonanx1ous ae E 
of a doctor and staff oriented to his physical handicap. He thus found a 


group of careful, interested, but nonanxious father figures mm xao d 
depend. He also formed a relationship with a male counselor, w 


mildly physically handicapped. This man offered an ideal to him; a man 
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took his masculinity for granted, but which valued him for it. His heart 
condition thus became not a-threat to his masculinity, but something to be 
dealt with as a realistic limitation freer than before of neurotic implications, 
He was offered a life situation which assured him constructive, safe ways of 
expressing normal aggression, methods which did not jeopardize either his 
life, his emotional security, or his self-respect. 

Mary L., 9 years old, was referred to Herrick House because while her 
attack of rheumatic fever was not recent, the doctor feared a recurrence 
unless her general condition improved. Mary was extremely hostile toward 
all adults. Any minor frustration resulted in a severe temper outbreak. She 
expressed a great deal of hostility toward her mother because of the mother’s 
neglect of her. Much of the time she gave the impression of being deeply 
depressed, particularly following an outbreak against her mother or a staff 
member. She insisted upon wearing blue jeans upon all occasions because 
she did not like girl's clothes. She had many physical complaints, one of the 
most striking being periodic difficulty in breathing. The breathing difficulty 
was described by the staff as asthmatic in character, but no physical findings 
of asthma were ever present. In addition to her physical complaints and her 
poor general adjustment, she had severe nightmares nightly from which she 
awoke in a state of panic. She fought sleep at night because of her dread of 
the dream she would have. 

Mary came from a poor home situation. She was the middle child. The 
other two children were boys. Both her father and mother were alcoholic. 
At the time of her readmission to Herrick House the parents were obtaining 
a divorce. The proceedings brought out the fact that the parents were 
physically abusive to each other and neglected the children. The mother was 
promiscuous, exposing the children to her sexual irregularities. Mary, in par 
ticular, was used as a tool by each parent to attack the other. Both parents 
wished to have custody of her. They, and their relatives attempted to influ- 
ence Mary against one or the other parent, 

The parents claimed Mary's adjustment was excellent prior to her illness. 
They stated she had become irritable and prone to temper outbreaks after 
she became ill. Mary stated that prior to her illness she had always been 
happy except when she remembered that she was a girl. She had always 
wanted to be a boy. Her brother was born when she was 6 years old. She 
noticed, as her mother was dressing him one day, that he had a penis. She 
recalled the feeling of surprise and disappoinmtent that she didn't have one, 
too. Her mother told her that that was why she was a girl and her brother 
was a boy. However, she felt almost as strong as her older brother, and she 
played with boys most of the time, At the same time she liked to play with 
dolls. "This doll play was apparently characterized by a gentle, maternal 
interest in her dolls. She recalled many pleasant dreams during the pre- 
illness period. They were of being superman or a cowboy. She had hoped 
when she grew up she could be a cowboy even if she were a girl. 

Mary recalled vividly the occasion of her first nightmare. It occurred the 
first night she was in the hospital. She had been ill at home for a few weeks 
previously, and had been taken to the hospital because the doctor felt she 
was too sick to remain at home. She knew something had happened to her 
heart. In the dream: someone, she didn't know whether it was a man or a 
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woman, was going to cut something off, either her arm or her leg, she thought. 
She was terrified in the dream and woke screaming. Many of her nightmares 
since that time were a recurrence of this dream. She also frequently dreamed 
of being pursued by hornets or bees which would sting her and either bite 
something off or kill her. Her immediate association to hornets and bees was 
that they were bugs. Before she was ill, she used to like to pick things up in 
the alley. Her father used to tell her they were dirty, had bugs on them, and 
bugs would make her sick. She thought that the bugs had caused her rheu- 
matic fever. 

Mary was very definite as to why she wished to be a boy. Men were 
dangerous to women. They beat women up. She knew, because her father 
did it to her mother and her brother tried to do it to her. Her father threw 
her mother downstairs and almost broke her arm. Men were strong, and 
you had to be like a man in order to protect yourself against them. She would 
do everything to make herself strong. She would not wear girl's clothes be- 
cause they were silly and showed you were a girl. She wanted to be as much 
like a boy as possible, because then she would be strong. It was pointed out 
to her early in treatment that perhaps she had judged all men by the way 
her father and brother acted, to which she added that most men she knew 
were like them. A possible exception was the husband of a cousin of hers. 
Following this comment, Mary had a dream in which her friend, Marigold, 
was in jail and in bed with a bad man. Marigold called Mary, saying that 
Mary could save her by digging for a golden needle which would give Mari- 
gold three wishes. Mary found the needle, and Marigold wished first to get 
well, to get out of jail and away from the bad man; secondly, that she could 
live with her mother forever. Mary awakened at this point and was upset 
that she would never know the third wish. 

Obviously there were many angles of significance of this dream. It was 
interpreted to her, however, as indicative of a feeling of being trapped with 
a man who was cruel like her father. It was pointed out that the dream indi- 
cated that she really wished to escape from him and to be loved by a mother 
who would always protect her. It was suggested, following certain comments 
on her part, that perhaps the third wish was related to her fear of being a 
woman, Perhaps she wished to find it was safe to be one. This interpretation 
led to questions on her part in regard to the therapist's own life; was she 
married, did she have children, and was her husband nice to her? Mary also 
made some comments concerning married people at the institution who were 
nice to each other. Toward the end of the interview she climbed on the 
therapist's lap, snuggled much as a small child would, and piene pe 
wish to have things given to her by her mother, not by other people. d 
wished to be loved by her mother, not just by other people. She expresse 7 
her doubt as to whether her mother really loved her and her feeling o 
anxiety at that possibility. s ; 

Oharek of thi, dramatically expressive child, this omoi WES 
followed by a marked change in her behavior during the next week. She = 
jected her boyish clothes and insisted upon wearing dresses. She Sunil 
to become angry if frustrated but instead of withdrawing, from : a P ^ 
she sought out sympathetic maternal people to whom to cling an de Aba 
plain of her deprivation. Her adjustment to other children improved. 
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that time plans were being made for Christmas. She requested a doll, doll 
dishes, and lipstick as Christmas presents. Whereas before she had refused 
to let anyone fix her hair, she now wished it curled and properly combed, 
Anticipation of a visit from either parent, however, always resulted in her 
returning to her sloppy, boyish dress. 

The last contact the therapist had with her was unplanned. Mary wanted 
to buy something at the store and discovered that she did not have sufficient 
money. Attempts to supplement her account by a gift from the counsellor 
resulted in a violent rage which culminated in Mary's coming to the thera- 
pist. She clung to the therapist sobbing, "Can't anyone understand? I don't 
wants things from other people. I want a mother who will love me and give 
things to me. I want a mother who loves me." 

In this case, even more than in that of M, it is apparent that only pro- 
longed study would make a complete reconstruction of the dynamics of the 
personality disturbance possible. It would seem justified, however, to as- 
sume that this insecure child, frightened by the brutality to which she was 
exposed, had avoided a complete panic prior to her illness by an attempted 
masculine identification. Her aggressive strength gave her a sense of ca- 
pacity for self-protection. In her dramatization of herself she was a boy. 
Because of the physical limitations placed upon her, the rheumatic fever 
actually symbolically castrated her. She was no longer able to handle her 
anxiety by an aggressive attack against danger. Furthermore, she was basi- 
cally drawn toward a feminine orientation to life, as indicated even before 
her illness by her interest in doll play. This was dangerous in itself, however, 
especially after her illness, since with her incapacity to protect herself it 
tempted her to assume a role that reality experience had shown would ex- 
pose her to real brutality. A possible answer to this anxiety-fraught conflict 
was to regress to an infantile dependency level. She wished to turn to a 
loving mother. She did not have a mother to turn to, however. Thus she 
could find no relief from her tension. 

Certain observations made during our eight-year study of this group of 
children seem to warrant certain tentative conclusions in regard to the role 
the illness plays. As has been stated earlier, there is a tendency for a sick 
child to regress to a dependency level in his emotional demands upon adults. 
The acute illness offers a gratifying experience because of the care provided. 
This is a tempting situation to a disturbed child. If a child, because of the 
conflicts and resultant anxieties with which he has been struggling prior to 
his illness, has found growing away from a dependency level of emotional 
stature difficult, the rheumatic fever places greater strain upon this growth 
process and invites continued regression. If the child’s infancy was satis- 
factory, but his later stages of growth less so, illness offers an opportunity to 
return to the earlier happy relationship. If the infancy period was not com- 
pletely gratifying, then the illness presents another opportunity to fill the 
gaps left in the first dependency period. Another aspect of the illness also 
tends to increase the child’s dependency needs. The illness and the necessary 
precautions taken create additional anxiety for the child. Whereas before, 
the child’s conflicts may have resulted in a neurotic type of anxiety, there is 
now superimposed a real anxiety. To offer a hypothetical example of this, 
assume a boy has had difficulty in overcoming his fear of his father during 
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the oedipal period. He is anxious, but reality offers him some reassurance, so 
he struggles against a tendency to seek the protection of his mother on an 
infantile, helpless level. Superimposed upon this anxiety which is inherent 
in the process of his psychosexual development, a new threat arises with his 
illness. Now the doctor and his parents are aware of a danger that previously 
remained his secret, a secret that may have been hidden even from him by 
the repression that had occurred in regard to the real problem with which 
he struggled. He may now be overcome by impinging dangers, one of which 
is a factual one that no reality can deny. The child seeks relief from this 
overpowering anxiety by regressing to a safer level of development. He re- 
verts to a helpless dependent state, in which not he himself, but his parents 
protect him. The anxiety having become unbearable, instead of dealing 
only with the reality danger, he runs away from the summation of dangers, 
and relinquishes his tentative solution to the oedipal problem as well as seek- 
ing protection because of physical needs. 

Another blow to the child's psychic stability is the effect of the illness on 
his capacity to deal with his problems aggressively. The struggle the normal 
child has with his own aggressive impulses is a familiar story to all of us. 
The child rests part of his confidence in dealing with his underlying anxieties 
upon his capacity to deal aggressively with them, and thus to protect him- 
self. He fears his aggressive impulses, on the other hand, because of the 
danger of punishment resulting from any aggressive attack upon the situa- 
tions he dislikes. This punishment may be the loss of the parents love, an 
untenable situation for the small child. His capacity for aggressiveness 1s 
therefore not only reassuring, it is also fraught with danger. The child solves 
this dilemma in part by expressing his aggressions in physical activity, at 
the same time as he dilutes some of the intensity of his emotional attach- 
ment and need for his parents by diverting it to a relationship with his peet, 
The highest frequency of initial onset of rheumatic fever is coincident wit 


the age at which the child is either seeking or has successfully made wi 
pragmatic transfer of his conflicting impulses. Rheumatic fever in genera 
od of emotional matura- 


affects groups who are in the so-called latency period : l 
tion. Rheumatic fever and its complications make this above solution rel $ 
tively impossible. The long period of isolation from a social group and n 
social activities lessens the opportunity for friendships to partially replace 
the parents. Furthermore, and more significant, aggressive behavior, en 
pressed in the healthy pattern of the normal child through appe s 
games, is again dangerous. Such expression of aggression aues) gee Be 
possible punishment of death! The danger in aggressive behavior A d 
comes a real one, and the sublimation usually found by children is forbi gs 
This need to hold in check their aggressions has another implication. 4t 
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is a narcissistic threat, a real blow to the child’s self-esteem Sin MEC 
ith being masculine, the 1 


active games is to the small boy synonymous Wi 1 ; 
ness FERAS him of his masculinity. This was dramatically illustrated DY 
reaction of A. C., a case reported in full elsewhere. A. C. vnd en xà 
following his first attack of rheumatic fever. During his stay at the conva. 
cent home, he wet the bed three times. Each time followed an examination 
by a woman physician and a resultant further restriction upon his py 
since his heart was not tolerating the strain placed upon it. He connecte 
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examination by the doctor with his enuresis, stating "She took something 
from me." Those who are familiar with Margaret Gerard's work on enuresis 
in boys will recognize here a verbalization of a common finding in that con- 
dition—the fear of castration by the mother unless the child remains helpless. 

The danger of aggressive expression on the part of the child creates further 
anxiety for him. He feels helpless in defending himself against the aggression 
of others. Exposed to the danger of attack, he has no protective defense. The 
enuretic boy cited above, attempted to handle the problem by an identifica- 
tion with his sister. She was pregnant. He had a dream in which he was 
being attacked by a boy, and he attempted to escape by placing a pillow 
over his abdomen and under his clothes. He recognized this as an attempt to 
appear pregnant. Another boy, who had a severe congenital heart condition, 
expressed a wish to grow up. When questioned in regard to this, he stated 
that he wanted to be grown so he would die sooner. Since he had been a good 
boy, he was confident that he would go to heaven. He wanted to go to heaven 
because in heaven there were no bad people. People who fought on this earth 
did not go to heaven, therefore no one would attack him in heaven. Heaven 
represented to him the only place where he would be free from the aggres- 
sions of others. This was important to him since he could not, because of his 
general physical weakness and because of the danger lying in strenuous ac- 
tivity, defend himself. 

Direct psychiatric treatment of disturbed cardiacs has certain limitations 
not existent in the treatment of physically healthy children. It is impossible 
to have as the goal the resolving of the child's anxiety because to a certain 
extent the anxiety is real. The child is always in danger. The goal of treat- 
ment must therefore be the resolution of the neurotic anxiety, and help in 
accepting the physically necessary limitations imposed by the heart condi- 
tion. Because of this latter aspect, environment manipulation is extremely 
important. The child needs to be stimulated to express his aggression, 
though physically safe outlets must be found in which this can be accom- 
plished. He needs also a situation in which either the parents or parent 
surrogates can offer him the security of an emotional relationship at the level 
to which he has regressed. Further, he needs to be encouraged gradually to 
grow away from his dependency upon those parent figures, in order to find 
for the first time, or rediscover the fact that in spite of his heart condition, 
the world of reality is not as dangerous as it has seemed, Thus it is impera- 
tive that the convalescent period for the cardiac be geared not only to the 
physical needs of the child, but equally to the total child. Some of the dis- 
turbed cases need psychiatric treatment during this period. A fair percentage 
of these children, however, whose adjustment was relatively adequate up to 
the time of their illness, will regain their adequacy in dealing with their 
problems as a result of wisely controlled life experiences rather than through 
insight. However, this occurs only if the environment is geared to the thera- 
peutic implications that become apparent from an understanding of the 
dynamics of the individual child's difficulty. The methods by which this is 
attempted at Herrick House are now in the process of being evaluated. 

There are two major reasons for considering the emotional implications of 

rheumatic fever seriously. On one hand, it is difficult to function in the world 
at large with a physical handicap. It is equally difficult to do so with even a 
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relatively benign emotional handicap. The two conditions existing in one 
person undoubtedly increase the difficulties geometrically, since each condi- 
tion increases the problems presented by the other. A second consideration 
is the effect that anxiety has upon the heart directly. We know that the 
arteriosclerotic heart is damaged by the additional strain anxiety places on 
it. There is no reason to assume that this is not equally true with the rheu- 
matic heart. Our study has not extended over a long enough period of time, 
and there are too many extraneous factors that contribute to incre 

damage to the rheumatic heart, for us to offer irrefutable evidence of the 
effect of anxiety. There have, however, been several cases in which the most 
obvious explanation for increased symptoms in the child seemed to be the 
anxious period the child was in. In addition, there have been several cases of 
surprisingly good recovery where the turning point seemed, as indicated in 
the case of M, to be related to the relief from the underlying emotional dis- 


turbance that the child experienced. 
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How does a cardiac condition affect the life situation of an adolescent? 
Does a cardiac child differ from a normal adolescent in his or her life situ- 
ation? Can cardiac adolescents live a happy, useful life or does the condi- 
tion preclude them from participation in the ordinary stresses and strains of 
life? 

Let us focus our attention on three representative cases. Two of them are 
that most common form of cardiac condition—rheumatic heart condition. A 
tachycardiac case is used to indicate the presence of this small but important 
miscellaneous category. 

There are two types of cardiac adolescents: congenital and rheumatic. 
The congenital cardiac suffers the condition from birth. Rheumatic cardi- 
acs acquire the condition; it affects both the heart and joints. Other heart 
cases, like tachycardia, are listed as miscellaneous. 

Rheumatic fever usually strikes between the ages of from five to 15. Since 
75 per cent of all heart disease develops in children under 10 years of age, 
examination of the hearts of school children is very important. 

The first adolescent of the three representative cases studied was Dorothy, 
13 years old. Dorothy is a rheumatic cardiac. She seems to be well nourished 
but is not well-developed physically. The girl is slim and moves in a lacka- 
daisical fashion. Her teeth need attention. 

Dorothy first suffered an onset of heart trouble at the age of 11. She was 
sent to a convalescent home for four months after which she was returned 
home but not restricted in activities. 

The girl's mother works, so at the time she complained that she would 
not have the opportunity to stay home and take care of Dorothy. The com- 
bined salary of both parents is quite small. 

After a short period at home Dorothy was again returned to the con- 
valescent home. This time she remained six months. At the home her 
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health improved to a normal or almost normal plateau of physiological health. 
Her erythrocyte sedimentation rate returned to normal and all pains and 
discomfort disappeared. Her activities are not restricted but she visits a hos- 
pital clinic once a month for a check-up. 

She is attending a special class at school. The state in which she lives 
has a division for physically handicapped children which organizes special 
classes for children with physical defects or organic conditions. 

Morris, the second observed case, is a potential cardiac. He is suffering 
from a paroxysmal tachycardia, an electrical condition which has spasmodic 
effects upon the heart. Potential cardiac refers to a possible chronic heart 
condition. These cases are regarded as being amenable to treatment. 

The boy, who is 15 years old, is tall and well-proportioned. His teeth and 
general body condition are good and his appearance is wholesome. He likes 
to play baseball and basketball. He will be a junior in high school this fall. 

He suffered his first attack about a year ago. His heart began to beat very 
fast. The attack, and indeed all subsequent attacks, lasted for about two 
hours. During the attack he turned very white and felt sick. His family 
said he looked “sick” during this and other witnessed attacks. The condi- 
tion subsided spontaneously until the next onset. Morris cannot recall 
what he was doing at the time of the first attack. ; 

This attack set the pattern for all subsequent attacks. The boy is ill about 
two hours; his heart beats very fast but regularly. A light-headed and dizzy 
feeling occurs and then there is a spontaneous abatement. The attack does 
not seem related to any activity. Morris has lost no time at school or sum- 
mer work. His activities are not restricted. ; 

Morris has been asked to note what activity he is engaging in when illness 
strikes. If the activity is tying a shoelace, or fixing a te, this is to be marked. 
If the activity is dissimilar on each occasion, perhaps the same hoc 
(bending over, reaching over, stretching, etc.) will be observed in eac 
activity. 

While he was a student in the sixth grade Morris was constantly checked 
by a physician because of a heart murmur. He was told that he must a 
out of sports. He has had measles, whooping cough, and scarlet Toi i 
the age of 13 he suffered a cerebral concussion when he was struc i in m 
of the head while playing baseball. When he was brought home from H 
baseball Reld he was confused, disoriented, and bos y times. te 
thinks, but is not sure, that he was unconscious at the time: 

Exaile t "he erhal concussion at the hospital revealed i oa 
head injury with amnesia. At no time was there bleeding den enl 
ears, or mouth, no convulsions or localized. weakness. He has ha 


frontal headaches since that time. 


Morris says that he feels dizzy when he get ; h 
states that he feels tired all the time. He does not smoke. His mother, 


who was with Morris at the time of his last e n P 
works hard around the house and at his xm cal Ps rubis 2 
a good boy ... he's a good worker .. never gv : 

The third observed case was Rafael, a Puerto Rican boy of ce 
acute rheumatic fever. He is a potential eae? a P erae eden 
developed and well-nourished male of 97 pounds: S 


repair. 


s up in the morning. He also 
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Rafael's first episode of rheumatic fever took place in Puerto Rico in 1947, 
It was marked by polyarthritis, fever, and malaise. Migratory joint pains 
were also present. His treatment consisted of one month of rest. 

He had his second attack in 1948 and was hospitalized in the continental 
United States, where his family had since migrated. Examination disclosed 
that he had a heart murmur. After discharge he was placed on unrestricted 
activity. 

He remained well until about two weeks prior to his second admission to 
the same hospital. At this time he developed a sore throat, showed malaise, 
and suffered a hot, red, tend left knee which was followed by a hot, red right 
ankle with fever. The knee was red, swollen, and quite sensitive. Physical 
examination showed that he had a soft apical heart murmur. On several 
occasions during the first 10 days of his hospital stay, a soft, mild diastolic 
murmur was audible when Rafael lay on his right side or after he had taken 
exercise. 

Rafael was placed on salicylates and his symptoms subsided. He developed 
vomiting, however, and administration of sodium salicylate was discontinued 
and aspirin begun. The aspirin was discontinued after three weeks. At 
the end of this period his erythrocyte sedimentation rate was normal and 
only an apical, inconstant, soft systolic heart murmur was heard at the time. 

In November, 1948, Rafael was sent to an institution, operated by the 
state for the care of children with heart disease. At the institution he was 
placed on the convalescent program in March, 1950. 

The boy made a good adjustment and worked well in a group setting. 
Personnel there found him slow moving and slow in his responses but 
decided that this might be due to language difficulty (Rafael’s family speaks 
Puerto Rican-Spanish at home). 

Tests at the institution showed that Rafael had a low normal LO. He 
worked in the seventh grade which is below his proper grade level. The 
school, however, considered that he did quite well in view of his language 
andicap. He has since been discharged from the institution. 

Rafael has been feeling very well since then and visits a cardiac clinic in 

a municipal hospital every week. He feels an occasional mild joint pain 
in the knee. Examination of both knees and ankle fail to demonstrate any 
bone or joint pathology. His heart and aorta are normal in size and con- 
figuration. There is a soft apical systolic heart murmur which increases in 
intensity on exercise. 

He has not been restricted in activity since 1950, although he always 
walks upstairs; he says he gets tired if he runs up. Cardiac adolescents are 
encouraged to take part in noncompetitive sports. A child will stop roller 
skating or swimming but in a competitive sport like baseball or basketball 
will continue even if tired. 


Rafael will not work this summer. This fall he will return to a special 
class at school. 

These three selected cases were early adolescents. Two of them were 
rheumatic heart conditions, The duplication in this area was considered 
necessary as rheumatic cardiac condition strikes heaviest and hardest. 

Of the three cases, one was a girl adolescent and the remaining two, boy 
adolescents. Restriction of activities in cardiac adolescent boys constitutes a 
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greater hardship because of the virile connotation of sports and mechanics 
in our culture. Two were born in the eastern part of the United States and 
the other in Puerto Rico. 

The onset of heart condition struck the two rheumatic cardiac cases at the 
age of nine and 11 respectively. The tachycardiac adolescent suffered his 
first trouble at the age of 14. Two of the cardiac cases were affected in 
adolescence, one in pre-adolescence. 

Both of the rheumatic cardiacs experienced discomfort in their joints. 

All underwent retardation of vigor. Dorothy's lackadaisical manner was 
noticeable and Rafael was slow in his responses at the institution, although 
personnel ascribe it to a language difficulty. He complains that he gets 
tired when he runs upstairs. Morris also complains of being tired “all the 
time.” 
Dorothy's convalescent periods were six and four months respectively, a 
total of 10 months. She also spent about three months at home, which 
brings the total time of convalescence to 13 months. Rafael’s convalescent 
period added up to 16 months. In comparing the two convalescent periods 
the severity of Rafael's illness must be considered. . 

Dorothy is attending a special class at school and Rafael will be in a special 
class this fall. None of the children is restricted in activity. Morris is not 
attending a special class. Both Dorothy and Rafael are advised to rest during 
the day but Morris is not. 

Through the detailed observation and comparison of three individuals, it 
was possible to reach several tentative conclusions. 

Fatigue seems to be a common factor in heart disease and convalescent 
rest is prescribed. Although rest was not specifically prescribed for Morris, 
it would seem feasible because of his complaint of fatigue. Rest is a large 
and important factor in the treatment of cardiac adolescents. j 

Dorothy still helps around the house. Both she and Rafael acus 
their schooling in a special class. Morris also goes on with his regular class 


work. All cardiac children are encouraged to take part in noncompetitive 


sports so that they can quit when tired. Restraint but not restriction of 


activities seems advisable for cardiac children. : ) 
scence while recovering 


Rheumatic cardiacs must undergo a long convale verin 
dM EE S 
from their illness. This is a factor that would affect their life situation 1 


loss of time from normal activities such as school and work. ‘ 40 ie 

All of the children are regarded as potential cardiacs. Their physiologica 
state of health has returned to normal or almost normal in the cat 
cardiac cases. Morris’ condition is not considered chronic. If goray o! 
cardiac condition are detected in pre-adolescence and adolescence there 


seems to be a chance of preventing permanent impairment. 


Two of the children were first affected at the age of 11. “One: was a 


c Í : * 
rheumatic cardiac and the other a tachycardiac. The 


: . ani 3 e. 
fected with a rheumatic condition at the age of nin ; 

: Yee. i 5 or child 
the limited data that heart disease strikes in pre adolescence 


would be false. be made that cardiac disease most often 


"E i clusion ma : ES 
he: tenti , n adults there is cause for suspecting that 


begins in youth. When it occurs i 
r cted. 
it may have started in childhood or youth but went undete 
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Morris sustained a cerebral concussion at the age of 13. Can we relate his 
present condition to this accident or does it date back to the heart murmur 
detected at the age of 11? Does his tachycardia have a physiological basis 
. .. or is is psychological? 

Heart disease as a killer looms large in our death rate. If it is detected 
early in adolescence the individual may live a long and useful life. 

To know the exterior signs of heart disease is the first step in preventing’ 
chronic illness. These signs are: continual fatigue and pains in the joints. 

A recognition of these two signs is the basis of a referral to a physician, 
The fatigue signs may be caused by too little sleep and the pains in the 
joints may turn out to be growing pains but the adult who recognizes them 
and reports them is operating on the safe side. 

A cardiac adolescent cannot always take a part in competitive sports. His 
interests should be guided to noncompetitive sports from which he can drop 
out when tired. He can be directed to clubs from which he can drop out 
when tired. He can be directed to organizations which do not require 
physical exertion; this will provide him with the group camaraderie that is so 
vital to adolescents. 

Protection does not mean overprotection; the cardiac adolescent can be 
encouraged to lead a full life within the limits of his ability. 


WHEN CHILDREN ARE CONVALESCING FROM 
RHEUMATIC FEVER* 


JEANNE KININGHAM IGERSHEIMER, CHARLES H. CROTHERS, AND 
ROBERT B. KUGEL 


members have for a long time 
e recovering from rheumatic 
te stage of the disease the 


At our pediatric cardiac clinic various staff 
recognized that the parents of children who ar 
fever have many problems. During the acu 
di concen is centered on the treatment of the illness. But after that 

ge has passed, and also the stage when the child is resting in bed, the 


ipw encounter increasing difficulties. For when the doctor says that the 
me has come when the child may—and should—become more active, the 
did earlier about what 


parents are likely to worry much more 
may happen to their child. 

Our staff members have always instructed the various pa 
gvmg them as much help as possible in their efforts to care for their sick 
child and restore him to health. But as we all know, people gain confidence 
through talking together about their common problems. Acting on this 
idea, the physician who directs the clinic, and the medical social worker 
assigned to it, introduced a plan for encouraging and helping the mothers 
by gathering some of them together at the clinic for discussion. (At that 
aee had not thought of including the fathers.) This was in November 
0! 

The entire staff of the clinic—five doctors, the nurse, and the medical 

to plan for the parents’ meetings. 

At our first meeting, our planning gtouP defined its purpose. It was to 
help parents understand that they could do a better job 
for their convalescent children, and do it with less anxiety. We did not 
think of the meetings as group therapy, in the sense of uncovering and 
solving basic emotional problems; but we hoped that the group experience 
would help to reduce the parents’ worries about the child's recovery: 

Since our clinic was going to try the group approach as an experiment, we 
felt that we should limit our goals, and not let the meetings be looked upon 


rents individually, 


*Used by special permission of The Child and of the authors. 
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as a cure-all for the parents’ emotional problems. Nevertheless we felt that 
through free discussion the parents could help one another to face their 
common problems with less anxiety. We hoped also that we could help 
them with the problems by encouraging them to ask questions and by pro- 
viding information. 

Before the meetings could begin, which we hoped would be in 2 months, 
the staff had many points to settle: How many parents should be invited to 
join the group? How would they be selected? Who would interview them 
and explain the project? Who would lead the meetings? How could the 
discussions be recorded? 

We tentatively selected the place for the parents’ meetings, at the clinic, 
and scheduled our own planning sessions for November and December— 
weekly or biweekly. 

Two sessions were devoted to studying criteria for selecting parents. We 
decided not to limit the group to mothers, for we felt that the children 
would benefit if the fathers participated also. This turned out to be the 
right decision, for we learned that although the fathers were inclined to 
think that caring for the sick child was the mothers’ job, they at the same 
time resented being left out. 

We decided that 8 to 10 parents would be a good number; a meeting of 
ae size, we believed, would permit full discussion and free exchange of 
ideas. 


Wuen Do Tue Parents Mosr Neren HELP? 


At first we intended not to specify any one stage of rheumatic fever when 
deciding on the children whose parents were to be asked to participate. 
But as our discussion went on, we realized that the meetings would be most 
valuable to the parents of children who were at the stage when they were 
being restored to activity, partial or full. We felt that during the acute 
stage of the disease, when the child is very ill, and at the bed-rest stage, 
when he is quiet, the parents are more able to cope with their problems 
than when the child is permitted by the doctor to be up and about. 


We tried to select parents who were fairly intelligent and thus able to 
contribute to discussions, and who were not too emotionally disturbed them- 
selves. The doctors wondered whether there was any danger that the meet- 
ings might release deeper emotional reactions than could be handled com- 
fortably in a group; this, they felt, might defeat our plans. We were pretty 
sure that this could not be entirely avoided, and so we decided that if it oc- 
curred we would offer to help the individual parents after the meeting was 
over. 

The next step was taken by the doctors, each of whom took responsibility 
for considering his group of patients and selecting families that he thought 
would benefit from parent meetings. After deciding on a family, the doctor 
discussed its suitability either with the staff, at a regular preclinic confer- 
ence, or individually with the medical social worker, who already knew 
many of the families. After a family was agreed upon as suitable, the doctor 
talked to the mother to find out whether she was interested in the project. 
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(Not all the families who were approached showed interest.) After a 
mother's interest was clear, the medical social worker arranged an interview, 
preferably with both parents, for final screening and for further explanation 
of the project. 

During the medical social worker's interview with the parents, she studied 
them with regard to the selection factors we had agreed on, and she obtained 
an idea of some of their problems concerning their sick child. The worker 
explained the plans for the meetings and asked the parents what they hoped 
to gain from the experience. She told them that the first meeting would be 
devoted to their getting acquainted and deciding on specific points for dis- 
cussion. The parents were also polled with regard to their preference con- 
cerning the times when the meetings would be held. 


We Loox For Common PROBLEMS 


The medical social worker shared what she had learned from the parents 
with the rest of our planning group, and we then sifted the information 
to discover common problems. The group learned that in a number of cases 
the parents somewhat distrusted the medical management; that they had 
difficulty in permitting their child to increase his activity, even though the 
doctor had ordered this; that they were uncertain and fearful as to their 
child’s future health; and that they were worried lest the child would have 
problems in adjusting in school. 

As a month passed and only a few parents had been decided on as group 
members, we began to realize that we had been too optimistic. Decem 
brought slackening of clinic attendance, as well as bad weather and staff 
absences, and we found it necessary to postpone starting the parents’ meet- 
ings till March. i 

The question of leadership for the meetings was solved when the medical 
social worker, who had had previous experience in group work, was able to 
arrange to take special time from the social-service department for the project. 
She provided regular leadership, and two of the doctors took part in all but 
the first meeting. 1 : 

The problem of recording the meetings was never satisfactorily solved. 
It was suggested that we use a tape recorder; also that the leader of the group 
or a parent might take notes. The latter idea was brought up at the first 
meeting, and one of the mothers volunteered to write minutes for the one 
session. After other meetings the leaders attempted to reconstruct the dis- 
cussions, but were unable to do it except in a cursory Way. 

At last, one evening in March, at 8 o'clock, three fathers and five mothers 
gathered in the staff room near the clinic. They sat in comfortable cum 
arranged in an informal circle. The parents already understood that ES is 
meeting they would help to plan the agenda for future meetings and to 


make the arrangements. 
" s first meeting; this had been agreed upon 


No doctors were present at thi Á 4 
ahead of time. The medical social worker opened the meeting by suggesting 


that the parents introduce themselves. She then asked them to tell ve 
thing about their child's experience with rheumatic fever. These statements 
brought up specific problems, which seemed to concern all the parents. 
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One typical question concerned penicillin. All the parents were inter- 
ested in knowing more about this drug. They wondered why the body did 
not build up an immunity to it; they- asked whether it affected children 
adversely, and if so, how. One mother said that her child had been given 
prophylactic doses of penicillin recently, and that she thought that this 
meant the child wasn't getting alóng as well as she had hoped, even though 
the doctor had told her this was not true. The other parents quickly re- 
assured her, telling her that it was merely to prevent the child from getting 
more infection. The group finally decided that they would ask the doctors 
some of these questions at the next meeting. 

The parents also mentioned problems of their children's school attendance 
and their behavior, and wondered if they couldn't bring these up at another 
meeting. Several parents said they didn't know how much excitement a 
child with rheumatic fever could stand, and they asked at what stage of the 
disease one should feel free to discipline him. They were also concerned 
about whether their child might be "spoiled" during the course of the illness. 
Opinions differed on "spoiling"; some parents felt that it was impossible not 
to focus special attention on the child at some time during his illness. 

When the leader explained that the group would decide how frequently 
they would want to meet, and as to the time of day, the parents unanimously 
agreed on one-hour evening meetings. Tentatively they decided on a total 
of four weekly meetings, deferring decision on whether to continue beyond 
that. On this basis, future discussion was outlined as follows: Second meet- 
ing, specific questions for the doctors in relation to medical information; 
third meeting, problems of management of the child’s behavior; fourth meet- 
ing, summary questions. 


Questions For Tur Docrons 


d The plan to have the medical social worker find out the concerns of the 
individual parents ahead of time, and then to let the parents discover at the 
first meeting that their problems were common ones, turned out to be sound. 
At this meeting the absence of the doctors permitted the parents to bring 
out their questions about medical management without fear of jeopardizing 
their relationship with the clinic's medical personnel. As the staff had 
planned, the leader succeeded during the first meeting in directing the dis- 
cussion in such a way that the possibility of having the doctors come to the 
next meeting was brought up by several parents. 

The parents were particularly disturbed because they thought they had 
been told different things by different doctors. They had expressed this 
feeling first individually to the medical social worker in the early interviews, 
and later they discussed it in the meetings. At the last meeting of the series 
they felt secure enough to express their resentment directly to the doctors. 
The doctors encouraged them to bring out into the open their feelings of 
bewilderment and confusion, and answered many questions. This helped 
the parents discover that doctors had logical reasons for handling situations 
differently. 

Penicillin continued to be a central theme throughout all the meetings. 
At first the leaders were concerned about why the parents had not asked 
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about this earlier. Why did they need assurance now? It appeared that 
penicillin was symbolic of their hope for the child's recovery and future 
health. It would “solve everything"—it was a cure-all—there would be no 
more colds and therefore no recurrences of rheumatic fever! 

The parents finally were able to ask the stark question: “Do you mean 
there is nothing I can do that I am not doing now to prevent another attack 
of rheumatic fever?” 

This in turn led the leaders to wonder what was the effect of telling the 
parents that penicillin would not cure, nor prevent, rheumatic fever. Were 
their defenses being broken down without anything else being offered 
them? Did they need something tangible to do, like giving a pill? These 
were questions which the staff could not answer, but which certainly should 
be recognized in planning such group discussions. 

At the last meeting, there still seemed to be some confusion in the parents’ 
minds, but later contacts with the staff indicated that the group members 
had become more able to accept the limitations of treatment. 

Many of the specific questions raised by the group related to the future: 

One mother asked whether her little girl could have a child after she 
grew up, despite the fact that she had had rheumatic fever. 

The entire group was concerned about whether physical exercise could 
cause a recurrence of rheumatic-fever attacks. Even at the last meeting it 
was clear that obeying the doctor's directions for increased activity by the 
child was a major problem to the parents. One mother admitted that every 
time the doctor permitted her child more activity she would reduce it by 
50 percent. 


PARENTS BLAME THEMSELVES 


The parents asked how they could explain rheumatic fever to other people. 
This question seemed related to their own thinking that perhaps their child 
was “not so good.” Also, did people think they were not giving good care 
to their child? One mother indicated that she was going to do-so well in 
caring for her child that she would never be at fault again. It was difficult 
for the staff to convince the parents that they might not have been at fault 
the first time. 

It seemed to the leaders that the parents were better able to accept the 
limitations of medical treatment when they realized that the fear of ra 
attack was shared by all and that no parent would be to blame em 
another attack occur. Also, painful information seemed more bearable 
when diluted by the group discussion. , 

The leaders echt they could not remove all the ge fears. 
The real situation was basically unchanged; their children continued to Te 
turn to the clinic and continued to take penicillin. While this was happen- 
ing the parents could not entirely accept the fact that the disease process 


was no longer present. | 
"e the eal ekar the parents were asked if these piana would 
have been more helpful to them if they had been held during the acute 


ild's i . “Jt might have been differ- 
iod of their child's illness. The answer. was: It might differ 
ent if you fad told us itis earlier.” The leaders, however, wondered if this 
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were not like talking about the last war. lt was easier to talk about what 
they had already gone through than to deal with their present situation, 
such as the need to permit their children increased activity. It was clear 
that helping the child adjust to getting well was more difficult than helping 
him to accept illness. 

"Throughout the period of the meetings, the staff continued to meet regu- 
larly to review reports of the discussions. An evaluation of the project was 
made by the group leaders after the last meeting, and the medical social 
worker was appointed to summarize the project. 

The leaders asked themselves two questions: (1) What did the parents 
gain from the experience? (2) What did we as staff members learn from it? 

The parents had been encouraged to feel free to return to the clinic and 
talk with any of the leaders. It was anticipated that they might have further 
questions about problems the group had discussed. The two doctors who 
acted as leaders noted that in clinic contacts the parents seemed to carry 
over a changed attitude toward them. They were able to ask questions of 
the doctors, which they apparently could not have done previously. One 
value of the group then was seen in the improved doctor-patient relationship. 


Cuances In Parents Norep 


Although the group experience seemed to reduce parent anxiety, it did 
not eliminate it. A month after the conclusion of the group meetings, one 
mother called her doctor, expressing concern because her daughter had 
come home from school that day after failing a test and had begun to cry. 
This led to nervous, jerky movements and the mother thought it might be 
the beginning of chorea. The staff had some reason to believe that prior 
to the group meetings this mother might not have been willing to call the 
doctor in a similar situation. Also, she now showed increased awareness 
of possible cause-and-effect relationships in regard to the chorea-like move- 
ments of her child. 

It seemed to the leaders that the group meetings had made the hospital 
less formidable to the parents. They seemed more relaxed about the disease. 
One father bluntly stated: “I feel better about rheumatic fever.” In the 
group the parents were able to discuss problems related to the illness, which 
they had not been able to do before. They seemed to feel safer in a group 
and to recognize that their concerns were not unique, and thus could raise 
questions that they would not bring up in the clinic, even when they were 
repeatedly seeing the same doctor. The assurance of, and through, the 
group was based on a kinship; they had gone through the same experience. 

The leaders felt it would be impossible to measure the value the project 
had been to themselves as a learning experience. It gave the staff a new 
understanding of the meaning of illness as a family experienced it. It was 
an eye-opener to become aware of parents’ questions and attitudes that 
seldom would come to light during clinic visits. The planning group found 
it valuable to observe how a group approach could help families in adjusting 
to the child’s illness. 

A great deal was learned about team relationship through the process of 

working .and planning together. This process carried through even in 
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writing up the project. It was clear that the preliminary planning had been 
extremely important. The purpose of the project needed to be accepted 
and understood by the total group. This had to be a gradual process. Even 
with extensive planning, improper selection of parents could have defeated 
the goals of the project, since discussion depended on having a fairly 
homogenous group. There was a feeling of purposefulness about the meet- 
ings and there was good group solidarity from the beginning. 

The project demonstrated to the participants that there was value in having 
group meetings for parents of children with rheumatic fever. The plan- 
ning group did not consider the results conclusive since tangible benefits 
for the parents could not clearly be defined. The experience, however, 
provided the staff with an opportunity to observe the potentials of the group 
approach as one way of helping families in their adjustment to the child's 
illness. The knowledge that the participants gained about parent attitudes, 
the opportunity the meetings provided to observe group interactions among 
the parents and their attitudes toward the clinic staff, the personal experi- 
encing of the group process within the planning group, were unexpected 
by-products of the project. In retrospect, we see that the educational value 
to the staff may have exceeded the educational and therapeutic values for 
the parents. 

This experiment has provided a basis for further study of the value to 
parents of group experiences in a rheumatic-fever program. 
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The consideration of the patient as a whole is an acknowledged require- 
ment for good therapeutic results in medicine. Play is an integral part in 
the growth and development of children and therefore must be included in 
planning for their total care, particularly during long-term hospitalization. 
This may be provided in a general hospital through a recreational and occu- 
pational therapy program of medically suitable activities, with the purpose 
of favoring the best possible adjustment for these children and fostering 
continued normal development. 

The purpose of this paper is to report on such a program developed for 
children hospitalized with heart disease or rheumatic fever with or without 
cardiac involvement. This project was initiated as part of a two year pilot 
study on various aspects of the total care of the rheumatic and cardiac child. 
A registered occupational therapist guided the program and supervised the 
volunteer workers who spent varying periods of time on the wards. These 
“toy ladies” or “substitute mothers”, recruited by the recreation service for 
children of Bellevue Hospital, received special orientation in the purposes 
and execution of this program. Having demonstrated its value this program 
is being continued through combined support from the hospital and the 
recreation service. 


EMOTIONAL STRESSES oF ILLNESS 


Certain well recognized and basic factors concerning the effects of illness 
and hospitalization on the child should be reconsidered by the therapist or 
another member of a hospital staff when organizing a program which will 
help to fulfill the needs of hospitalized children. Under normal circum- 
stances, the healthy and secure child has ample scope to give expression to 


*Used by special permission of the authors and of The American Journal of Occupational 
Therapy. 
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his physical and emotional needs. He is usually exuberantly active, in- 
satiably curious and seemingly able to absorb any amount of healthy love 
and affection along with recognition and approval Through play, his 
natural medium of expression, he learns about himself in relation to others 
and his environment as he develops many of his physical and mental re- 
sources. Play is his main occupation, and exercises all his energies and 
imagination. In cooperative as well as competitive play with his contem- 
poraries, he has the opportunity to exchange ideas, match skills and compare 
notes on life experiences all of which are a part of growing up and im- 
portant to personality formation. For the hospitalized child the avenues of 
expression through play are greatly curtailed at a time when his emotional 
needs are heightened by the factors both of illness and separation from home. 
His total activities are limited not only to indoors but in many instances are 
further restricted to the confines of his bed. 

The occurrence of illness may effect many and variant changes in a child. 
His reactions and behavior are altered by the illness itself; irritability, rest- 
lessness, capriciousness and a greater need for security with increased de- 
mands for attention are all part of the picture. The range and degree of 
such manifestations are only partially dependent on the type and severity 
of the illness and treatment necessary. Other equally important influencing 
factors in the variation of reactions under stress of illness are the basic 
emotional pattern, security and training of the individual child prior to the 
illness as well as the reactions and attitudes manifested by his parents con- 
cerning the illness. 

Hospitalization of a child in the majority of cases is attended by additional 
stresses and problems. The fact that hospital care is considered necessary 
frequently heightens the degree of parental anxiety which is readily trans- 
mitted to the child. The fears engendered in children concerning an illness 
| are far more frequently due to associated events than to their own knowledge 

of the seriousness of the disease. Indication of a child's memory of the alarm 
and confusion which may occur in the home preceding hospitalization is 
illustrated in the following account given by a 5 year old when telling a 
story about “a little girl going to the hospital”. “Mother called doctor. 
Mother said if she couldn't eat her lunch she'd have to go to the hospital. 
Mother called doctor. Doctor called mother. She couldn't eat. Mother 
scolded her. She couldn't drink. Mother cried. Boy called father, nurse 
called doctor. Mother combed her hair. She felt sick. Yes, yes, mother. 
No. no, mother. Doctor said ‘go to the hospital’.” Whatever fears exist, 
they are readily increased with admission to the hospital and perm on 
parents and the particular love and warmth the child may have a e s 
Frequently the child feels that he is being abandoned as one pu. ^ T ep 
reiterating through his tears, *My daddy brought me here: my daddy lett i 
here; will my daddy come back?” As part of this fear of XeJecnon us 
children may interpret an illness as punishment with hospitalization a iE 
of discipline. It is difficult for them to accept or find any comfort rss 2 
attempts at reassurance that hospitalization "is for your own g d EXE 
are usually the added fears created by unfamiliar surroundings [m a ju i 
ment to care by strangers. The child must also learn to ex ps pen 
of the hospital personnel with others when his individual need for attec 
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is enhanced both by illness and separation from home. The various labora- 
tory tests and necessary medications add other burdens of disagreeable experi- 
ences and fears. In the face of these emotional stresses the child is con- 
fronted with curtailment of his usual'type of emotional outlet through 
physical activity. In addition to these stresses there is likely to be boredom, 
a combination sure to create difficulty in the adjustment of any hospitalized 
child. 
Problems related to rheumatic fever and heart disease. To these factors 
which will affect hospitalized children in general there are additional prob- 
lems in children with heart disease and active rheumatic fever. Primarily 
one is dealing with the effects of a relatively long-term illness. Bed rest for 
active rheumatic fever is not a matter of days but of weeks and frequently 
months, and is usually followed after discharge from the hospital by a period 
of time in a convalescent home. Such length of separation from the normal 
developmental experience of home and community enhances the importance 
of special efforts to provide the child with a hospital program of positive 
experiences and outlets to allow for continued healthy development of the 
personality. Secondly, it must be stressed that because. active rheumatic 
fever is a disease which may recur, readmission to the hospital may be neces- 
sary in the future. Therefore favorable reaction to hospitalization is most 
desirable. Another factor important in dealing with rheumatic fever is the 
recognition that in a certain proportion of cases there will be irreversible 
heart damage. Where this damage is of sufficient degree these children will 
have to learn to adjust to some permanent limitations of their activities. 
Hence the maintenance of a positive outlook on life and of continued growth 
towards real maturity of mind and emotions in rheumatic and cardiac patients 
is of vital importance both for their present and future adjustments. 
In relation to the long term bed care these children often have a source 
of distinct conflict in their difficulty of understanding the nature of their 
illness and necessity for such bed rest and continued medical treatment. 
When swelling and pain of the joints is present in active rheumatic fever this 
is an obvious and real fact to the child and can be accepted as such. This 
is usually but a transient event and of least serious import in the course of 
active rheumatic fever. The saying that this disease “licks the joints but 
bites the heart” is a somewhat dramatic statement which, however, contains 
the truth that degree of involvement of the heart is of paramount importance 
in the individual case. This necessitates frequent examination of the heart 
by various clinical and laboratory measures and directs the child’s and parents’ 
attention and concern to this organ. Children have considerable difficulty 
in understanding a portion of the body which they cannot see and therefore 
have vague and confused ideas concerning actual or possible heart disease. 
Many of them are aware that this is a vital organ both from their own 
knowledge of anatomy and from comments overheard in the past about 
adults dying of “heart attacks” and they may have distinct personal although 
frequently unexpressed fears. On the other hand except when marked 
theumatic inflammation of the heart is present the child neither has pain in 
the region of the heart nor feels particularly ill. It is hence baffling to him 
why he must rest in bed when actually he feels full of “up and do” once the 
acute phase has passed and obvious symptoms have disappeared. Although 
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the physician tries to explain the nature of the "sick heart" to the child in 
terms which are understandable and yet not alarming, this is a difficult 
matter in terms of interpretation. It is certain that many children must 
consider their treatment as a matter of adult and medical authority without 
any real comprehension of why they must accept the rules of such authority. 
They do not even have the "badge of sickness” such as they see in the band- 
ages and casts of the surgical and orthopedic patients. It is more than easy 
to see why a rheumatic fever patient may profoundly resent the bed care, 
the repeated blood tests and certain forms of treatment necessarily given by 
hypodermic injection. Despite all these features it is remarkable to see how 
the vast majority of children do adjust to hospitalization especially when 
provided with satisfactory and medically appropriate means of emotional 
outlet. 


ORGANIZATION OF THE PROGRAM 


In our experience the facilities of a recreational and occupational therapy 
program have proven to fulfill many of the needs of these children. It is 
possible that the therapist and workers can bring a special type of support, 
understanding and means of outlet to the child largely because they are not 
identified either with the medical personnel or with anxious. parents. This 
recreational program represents a pleasurable aspect of hospitalization, and 
the knowledge that the program is still in existence eases the tensions of 
children who are readmitted for further treatment, a fact often commented 
on by medical observers and parents alike. : 

To maintain self confidence and stability children must have the oppor- 
tunity to express their aggressive impulses. Illness and hospitalization tend 
to increase tensions. At the same time, however, these circumstances neces- 
sitate the curtailment of those strenuous types of activity and competitive 
play which had previously afforded these children opportunities for outlets 
and self assertion. To solve this problem the purposes in the organization of 
a hospital recreation program are to provide a range of substitute activities 
which are physically safe at various advisable levels of exertion, and rod to 
encourage the children to express and release their aggressive impulses 
through such medically acceptable outlets. In an atmosphere as p 
as possible the positive aspects of what is a desirable activity rather than tl : 
negative aspects of what is prohibited should be emphasized to minimiz 


feelings of invalidism, to reduce pau posce: 2 equa 
: » e 

stress and to achieve release of mental and physica! tensions. I : 

late and meet the interests 


should not only serve as an outlet but should stimu 
of growing children. a ; à 
Rond wants of the child are relatively easy to satisfy hile he 3 
acutely ill. Fever and the accompanying fatigue contribute to his he = 
ness, and the mere presence of an adult ready to read a aei or Ls a es 
in play for short periods of time is sufficient. However, wit Lori B 
there are demands for more activities and the desire to zenn s. s sd 
play participated in prior to the onset of illness. „The pen ss the € 
gression of active rheumatic fever as well as the time when adj M 
limitations must be made in those cases where heart damage has occurr 
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are the phases which pose the most challenging aspect of a program of 
recreational and occupational therapy for the rheumatic and cardiac child. 


Close contact of the director of the program with doctors and nursing 
personnel permits exchange of informátion relative to medical, social and 
emotional needs of the individual patient. Activities can then be geared in 
accordance with the amount of physical exertion the rheumatic or cardiac 
status allows at a given time. An equal consideration should be given to 
the individual emotional needs as to the formulated outlines of "graded 
activity" and "cardiac classifications.” The activities must be developed 
around the individual child's interests and desires as well as directed into 
both constructive and cooperative channels. Of the various methods and 
techniques explored in the project at Bellevue Hospital a report is given of 
some of those which seemed to provide the most beneficial as well as practical 
activities on the wards. 


The regret has been frequently expressed in the past that liaison between 
medical and occupational therapy personnel may be difficult. Experience 
during the existence of this project, however, showed keen interest of the 
medical personnel and their cooperation towards the success of the program 
which they considered an integral and essential part of treatment. 


Outlets through individual activities. The importance of meeting indi- 
vidual needs must be kept in the forefront of attention in the provision of 
appropriate outlets. The problems caused by illness and long term hospitali- 
zation vary greatly as previously described and must be approached on an 
individual basis. The child may react with depression and withdrawal and 
only through individual attention can he gradually be drawn into accepting 
and being accepted in group activities. Tense, fearful, aggressive or de- 
structive reactions in like manner must receive individualized outlets which 
ultimately lead to greater relaxation and cooperation in the total hospital 
care program. Attention to special interests and talents with specific efforts 
to bring these out and encourage their development in the individual child 


aid in increasing his sense of personal worth. Two instance may serve as 
illustrations: 


Billy, a seven year old boy with active rheumatic fever was very resentful at the time of 
admission to the ward. He demanded a great number of toys and was generally disruptive 
during the recreation period, His attention span seemed to be limited, and at the same time 
he was extremely destructive of toys. Billy was given an old alarm clock and screw driver 
and was told that he could do with the clock whatever he wished. He could not at first 
believe his ears and asked again if he really could do anything he wished with it, request- 
ing step by step confirmation of this as he dismantled the clock. Finally, as he uncoiled all 
the springs and spun the wheels on his table, many of the tensions which apparently 
existed in him seemed to relax. He became more cooperative and less interested in de- 
structive activities. 

Edward, a 12 year old boy, was admitted twice during a two-year period. Although 
usually cooperative and cheerful, it was occasionally reported to the therapist that he was 
a behavior problem and a disruptive influence on the ward when the nurse was alone 
and busy with hospital routine. Since he showed a particular liking and dexterity in 
leather work, he was encouraged to go beyond the usual projects and make articles for 
exhibits and demonstration samples. Although patterns were provided at first, he soon 

proved to combine his knowledge with his own ideas and fashioned many original articles. 
At the same time, his skill with construction toys warranted special attention to develop 
his talents along these lines and advanced equipment was provided. Upon his second 


OCCUPATIONAL THERAPY 


admission to the hospital, his assistance was enlisted for teaching other ward patients in 
the construction of various projects while he also contributed to the repair of toys. 


As in these two examples, there is a positive correlation between oppor- 
tunities for self-expression and cooperative behavior with most children. 
Easing of individual problems also decreases group tensions as the uncooper- 
ative and disruptive child adopts more acceptable attitudes. 

Manual activities allow for a wide range of appropriate outlets. In provi- 
sion for free expression, extensive use has been made of such materials as 
clay, paints and crayons. With a minimum of physical effort these provide 
media for emotional projection. To allow as much imaginative scope as pos- 
sible the children were unsupervised as to subject matter and little guidance 
was given as to techniques to prevent tensions in this area. In keeping with 
their individual capabilities they improved their skills or achieved expres- 
sion through color combinations with obvious signs of satisfaction. A large 
bulletin board was mounted on the ward wall for display of paintings and 
drawings. There was no selective criteria; all pictures merited temporary 
hanging as they were produced. Although an activity such as the use of 
hammer and nails with cork boards needed closer supervision this seemed 
to provide for considerable release of physical tension with but little physical 


effort. 

In the employme 
a means of exploring an 
finished article meet with adult standards of perfection. 
child contributed in working with the materials was wholeheartedly wel- 
comed and much credit was given on the creation of original patterns and 
designs. Some startling attractive projects in leather work, needle work, 
copper foil, copper wire and felt were produced through such encourage- 
ment. While learning manual techniques the child was at the same ie 
given a sense of purpose by considering the use of such articles not only 
for himself but as possible gifts for his family or friends. When pere 
was evinced in a particular activity, encouragement was given to explore H 
further potentialities towards the development of permanent interests o 
hobbies. Their usefulness in the hospital to the child is not their only 
asset. If in the future some limitation of physical activity is si sh 
these newly acquired hobbies or broadened interests lay the Dues eed 
for agreeable, useful as well as a suitable quiet type of endeavor during a 


beyond the convalescent period. 

Among the games adaptable for bed patients beyond the po p es 
sickness, chess was found to be one of the most popular for s eh 
girls. Interest was initially aroused by introducing it ve a ed Club" 
membership for which was gained through winning a "Be dte foal’ d 
button awarded to each as he learned to play. The children tea P 


among themselves, helped new patients with the game, and den pe. 
with doctors and nurses. Interest in chess has proven to um Me 
into convalescent homes and family life. A volunteer who t RE 3 
call “Chess Lady" comes regularly to the wards and w e ie ei 
enlisted the assistance of recognized experts 1n the ro h all ames in- 
delighted to match their skill with the "Champs. Althoug Erin jg 
cluding chess have an element of the contest in them, compe 


nt of craft activities attention was paid to their value as 


d utilizing skills rather than insistence that the 
Whatever ideas the 
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emphasized and tournaments are never conducted since it is felt that during 
hospitalization anxieties about winning or losing should be kept to a mini- 
mum. It is explained to them and the children accept without difficulty 
that the "Chess Lady" or "Champion" would win because of their greater 
experience in the game. In all games, winning "set-ups" for the children 
are usually explained as such. A realistic attitude interpreted in kindly man- 
ner is helpful in the effort to prevent the development of a subtle form of 
invalidism. It is important that a child should not consider his incapacity as 
a reason or means by which normal life experiences will change their usual 
course in his behalf or at his command. 


In all activities as much freedom as possible is given in the selection and 
use of equipment, toys and games suitable for various age groups. Restric- 
tion of use of certain inappropriate or delicate articles may be indicated 
because of lack of ability or experience or destructive tendencies. This re- 
quires understanding in the substitution of another more suitable medium 
for the individual needs. Certain modifications of program may be necessary 
at times but total denial of participation in the recreation period as means 
of punishment for past or current misbehavior is carefully avoided. 


Children enjoy learning about subjects allied to projects they create. Thus 
provision of appropriate books about means of transportation at the time 
model boats or trains are being constructed can enhance the recreational as- 
pects with broader educational values. The growing of seeds and caring 
for plants on the ward provided an opportunity for learning about germina- 
tion and growth. A segment of agricultural procedure was demonstrated 
when the children grew grass in aluminum trays and spoke of “plowing 
under one crop” in order to plant more seeds. An indignant complaint by a 
child that "my plant won't look at me—it keeps looking out the window" 
made possible further explanation about necessity of light and sun for growth. 
Planting terrariums and setting up an aquarium on the ward affords many 
opportunities for the introduction of nature study, which can then be ampli- 
fied by means of books and pictures as well as by the use of mounted animal, 
insect and plant specimens borrowed from museums or other educational 
sources. 


Through the medium of films such material of interest can be obtained in 
the form of “shorts” on subjects of nature, travel, adventure and sports. The 
movies are of course very popular, being a familiar form of entertainment. 
Provisions were made for showing films once a week and this was an event 
marked with keen anticipation. To avoid films which greatly overstimulate 
or cause anxiety to the children careful screening is important for the selec- 
tion of appropriate presentations. A long “Western” for example would not 
be advisable both because the prolonged tenseness would prove fatiguing 
and also would tend to promote continued overactivity in the group due 
to the usual tendency of children to reenact exciting scenes. 


Group activities and community interests. Since hospitalization for rheu- 
matic fever may keep the child away from his former social group over long 
periods of time hospital group activities as well as measures to help maintain 
a feeling of contact with his family and the community at large are of real 
importance. 
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It is essential that the child be helped where necessary to accept and to 
be accepted by the group on the ward. Maintaining and developing the 
ability to relate to others in the principles of democratic living is particularly 
necessary for future adjustment. Hence the importance of group activities 
which provide opportunities for the type of experiences in which all can 
participate and also help create a sense of community life within the ward. 
Furthermore, group experiences draw attention to others and away from the 
illness. 

Difficulties that one might have expected in group activities for reasons 
of differences in ages or of ethnic origin were found to be minimal. Special 
care was necessary not to favor anyone. Occasionally it was helpful to bring 
such problems into the open by group discussions or to talk them over with 
individuals. There were differences of opinion, but also much sharing and 
exchanging of ideas. Important decisions were often relegated to discussion 
and a vote. Allowances for leadership and the designation of certain re- 
sponsibilities for the older members were worthwhile. The older children 
were also encouraged to help the younger ones in many of the activities. 
In order to create or reinforce a sense of pride in the cultural background 
of children with language handicap or from a minority group, various posi- 
tive approaches were utilized, such as learning and exchanging songs of 
other countries, basing party themes on different cultures, encouraging 
stories to be told and written about interesting facts in varied backgrounds 
and choosing films on pertinent subjects. It was constantly amazing how 
quickly cultural and language differences could be bridged in the group 
situation. 

Group singing is very popular including the collection and exchange. of 
new songs and the making of song scrap books. Although the singing 
usually comes about spontaneously it can be introduced for quieting or re- 
laxing purposes when this seems necessary. 

Putting on a play or puppet and shadow shows interested most of the 
children. It is important that all participating be relaxed about the produc- 
tion and do not strain for quality of performance. A successful performance 
of a play was based on the story of Cinderella. The children reconstructed 
the parts to fit into the ward setting. They made up their own lines, de- 
signed and made their costumes and pooled their ideas for staging the play. 
The more active parts were taken by the ambulatory children who very 
skillfully maneuvered their action to relate smoothly to actors who were bed 
patients. Each child took some part in this production and derived a great 
deal of satisfaction and sense of achievement from the fact that the audience 
clapped at the end. Y : dts 

Another avenue of expression and opportunity for PEEN rate ie 
provided by the Children's Newspaper, a set of several mimeographed s Sed 
which is printed periodically. The younger children often dictate t a3 
stories to the older ones who also assume the responsibility of stapling the 
pages into edition. When the newspaper is distributed the aries 
display obvious pleasure and pride in pointing out their m stories, ri n 
poems or pictures to nurses, doctors and visitors. Continue interest in t s 
newspaper can be seen from the fact that many children have sent in con 
tributions after discharge to home or convalescent care. 
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All children like parties and they readily catch the spirit of planning 
together, whether it be a party for a birthday, a holiday, a special event, or 
just for fun. They participate actively in the making of cards, gifts, favors, 
ward decorations or costumes. They are ingenious at giving the event a 
special flavor of intimacy. One 12 year old who asked to plan her own 
birthday party decided to send invitations to each child on the ward creating 
the atmosphere of their going to a party. On the eve of the party cards and 
gifts are prepared on the ward in the presence of the birthday child, but they 
all cooperate to maintain a make-believe of secrecy so the event can have all 
the elements of a surprise. 


Many children feel that a party is no party without ice cream and cake and 
although these are often provided, they have much satisfaction in the making 
of their own refreshments. Popcorn popped on the wards in an electric 
popper and the making of pink lemonade have been the main events at some 
parties. They have also enjoyed making candies, icing and decorating 
cookies and stuffing dates and prunes. Even though fireless recipes are 
used, the children call this activity "cooking" and an atmosphere of home 
prevails. 


Maintenance of outside interest and contacts. Under normal circum- 
stances outside the hospital, children have the opportunity of broadening 
their scope of interests through social contacts and participation in com- 
munity activities. For children in the hospital means must be provided 
through group activities and individual encouragement to maintain and foster 
such relations and interests and to prevent a sense of isolation from the out- 
side world. 


/——— i- 


In order to help maintain emotional ties, letter writing and the making 
of gifts for their family and friends were encouraged. Interest in other 
groups of children was brought about by exchanging greeting cards and by 
arranging joint projects with other wards. One hospital service project in 
which the cardiac children engaged was the making of special toys for deaf 
patients. The same spirit and interest was seen in the spontaneous collec- 
tion of toys from their own supplies for overseas children. 


Various community activities can be brought into the ward setting. Cub 
Scouting was appropriate in the hospital because of its readily adaptable 
program for indoor activity. The sponsors, the scout master, the den chiefs 
and den mothers who come in from the outside for weekly meetings help 
to keep alive the feeling of contact with the community. A Campfire Blue- 
bird group on the girls’ ward also fulfilled these objectives. Provision was 
made for continued membership in neighborhood clubs. 


Actual participation in neighborhood activities was possible by having the 
hospital children enter exhibits in craft and other shows held at outside 
clubs. One such exhibit for a nearby flower show consisted of a scene of a 
Puerto Rican house and garden built on a large aluminum tray. The en- 
joyment that the children experienced in creating the cardboard house and 
palm trees and growing the grass for the lawn was obviously augmented by 
the knowledge that they were taking part in a community event. 
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MATERIALS 


Types of material. Toys, games and other equipment were selected for 
their manipulative, creative or dramatic value. In order that the children 
may continue their hobbies and interests at home, emphasis was given to 
play material and craft supplies which could be obtained with relative ease 
by a family of modest means. For example, milk cartons were often used in 
making buildings, trucks and other vehicles and also as containers for 
planting seeds. Inexpensive plane and train models have been supplied, 
but this was followed up by using scrap pieces of wood from carpenter shops 
to fashion other models. Used greeting cards, discarded stockings, up- 
holstery leather scraps, shoe boxes and oatmeal boxes were a few items 
utilized. 

Use of material. In the use of toys and games there was generally the 
tendency on the part of adults to expect distinct differences from boys and 
girls. It has been observed, however, that given the opportunity the children 
themselves do not always make the traditional choices. Boys have played 
enthusiastically with doll furniture and dishes, as have the girls with tinker 
toys and trucks. Boys do not shun a certain amount of needlework and 
enjoyed cooking as wholeheartedly as girls. Props such as grown-ups’ 
clothes or doctor kits encouraged informal dramatic play allowing the acting 
out of phases of family life or hospital experiences. 

With wide divergence of ages on the wards, the greatest difficulty en- 
countered was in the pursuance of certain craft projects which seemed par- 
| 
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ticularly important for older children but too advanced for the younger 

ones. Even though these activities were modified, in some instances the 

younger members were not satisfied and tended to be disruptive by their in- 

sistence on having the same things. Under such circumstances the more ad- 
| vanced crafts were undertaken on those occasions when a sufficient number 
| of volunteers could provide equally appealing separate activities for the 
younger group. 

Source of material. Most of the material and equipment used in the pro- 
gram were selected from supplies donated to the children's recreation service. 
The community at large was tapped through interested individuals, clubs, 
social and educational organizations, business firms and toy supply houses. 
While many of the donations of scrap materials such as leather, fabrics, 
paper, used toys and games, came through personal contacts, much of it has 
come as a result of newspaper publicity. What was not obtained by dona- 
tion, such as certain educational toys and craft materials, had to be pur- 
chased. It was found that continuous effort to keep the public informed as 
to the needs of the children was necessary. Many individuals and supply 
houses are receptive to the idea of regular donations to help hospital Xam 
A slide projector and movie projector were donated through funds s 
by a men's club and films and slides are regularly obtained throug ree 
sources such as foundations, museums and commercial organizations, 
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2 CoNCLUSION 


Children hospitalized for active rheumatic fever and us or "e 
genital cardiac conditions have special needs due to various actors in 
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illness which heighten physical and emotional tensions and may create 
problems in the immediate and future psychologic adjustment of such chil- 
dren. The length of hospital care which is frequently necessary separates 
them from family and other social ties and contacts over long periods of 
time. At the same time restrictions are imposed on the accustomed outlets 
of strenuous play and competitive activities whereby a child normally finds 
scope for self assertion and release for physical and emotional tensions. 
Hence there is risk of interference with normal psychologic growth and 
development. In view of the possibility that certain of these children may 
have recurrence of rheumatic fever requiring further bed rest or may have 
to adjust to certain restrictions due to permanent cardiac damage, importance 
should be given to measures which prevent warping of the personality, 
which give opportunity for a healthy emotional development and which 
foster as positive an outlook as possible. 

As part of the total physical and emotional care of such children a hospital 
program for recreational and occupational therapy can be of great benefit and 
value. It can help the child over the difficult adjustment period and favors 
a more relaxed attitude toward the illness itself and necessary treatment. 
Such a program offers a range of substitute activities whereby satisfactory 
outlets for tensions may be achieved. Types of activities are geared in the 
individual case to the degree of physical activity appropriate to the medical 
condition at a given period of time. These activities should not only pro- 
vide outlets but also stimulate and meet the interests of growing children, 
hence advancing their scope of interest and supplementing academic educa- 
tion. Through group activities and measures which relate hospitalized 
children with community activities cooperative experience is encouraged and 
a sense of isolation prevented. 

Evaluation of the ultimate effects and benefits of such a program reported 
in this paper will necessitate longer follow up. However, it is expected that 
the observed better psychological adjustment during hospitalization has 
helped to reduce damaging interference in the growth of the child’s total 


personality. Thus better future adjustment of the individual child may be 
anticipated, 
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During the past few decades we have made tremendous strides in fulfilling 
the goal of providing equality of educational opportunity for all children in 
our American democratic society. Children with mental and physical handi- 
caps are beginning to reap full benefit from increased interest and effort, on 
the part of society at large, to provide educational opportunities for them. 
Throughout the country; communities both large and small are setting up 
varying types of programs in special education. Specialized departments, 
classes, and schools, with special equipment, specially trained teachers and 
other specialized personnel, are beginning to appear. Both private and 
public schools, hospital and community agencies, are assuming responsibility 
for initiating and enlarging existing programs for educating exceptional 
children. 

This chapter will concern itself with children with special health prob- 
lems, exclusive of the deaf and blind. Children suffering from tuberculosis, 
rheumatic fever, heart disease, malnutrition will be considered. In addi- 
tion, a miscellaneous group of children, with special health problems of 
hemophilia, diabetes, epilepsy, allergies, and convalescence will be discussed. 
This group of children require some adjustments in the educational program 
as it is set up for normal children. Special equipment, intensified services, 
teachers with special training, and a modified school program (including 
methods and curriculum), are needed in some degree, if this group is to be 
educated to the fullest, within the limitations imposed on them by their 
handicaps. 

The health of the physically limited child must come first. All school 
programs for them must be selected and adjusted accordingly. Close co- 
operation of the school and other disciplines, concerned with the health and 
well being of the child, is of vital importance. Coordination of services, 


*The author has drawn heavily from the excellent pamphlet, Children With Special 
Health Problems, published by the National Tuberculosis Association —Editors. 
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utilizing a teamwork approach, is being recognized more and more as the 
approach out of which can grow the best possible program of education and 
care of the handicapped child. 


Tremendous strides in medical science, and successful surgical interven- 
tion have changed the picture of prevention, treatment, cure, and control 
of some special health problems. It is therefore important for those engaged 
in programs of education and care of this group of exceptional children to 
keep abreast of modern medical advances. For this reason, this chapter will 
give attention to modern medical viewpoints as well as particular problems 
growing out of the disability areas. There will be no attempt to treat these 
health problems fully*. ‘They will be defined and discussed generally, in 
terms of problems and suggested programs for teachers and prospective teach- 
ers. It is hoped that this treatment will enable teachers to recognize and 
realize the real import of program adaptations for -hese groups. 


TusBERCULOSIS 


Tuberculosis is a communicable disease that is produced by the invasion 
of human tissues by a microorganism, the tubercle bassilus. The disease is 
transmitted by direct contact with an active tuberculous, the vector, who 
harbors and disseminates it. While infection does not inevitably result in 
disease, it is always perilous because of the danger of recurrence later in life. 
Infection does not give absolute protection against subsequent infection. 
The advent of anti-microbial therapy, and the use of new drugs, have re- 
duced the general death rate. The death rate from tuberculosis in children 
under 15 years of age has fallen more than 80% in the past 25 years.5^ 


There are two kinds of tuberculosis, the primary and the re-infection 
types. The primary type may run a benign course in children and is usually 
non-communicable, while the re-infection (adult) type, sometimes referred 
to as post-primary, is often hazardous and communicable, and has signs that 
are readily detected by the observant parent or teacher: While the primary 
type is most often found in a population of tuberculous children, other 
manifestations may also be discovered in lesser degrees. These are military 
and meningeal, tuberculosis meningitis, and bovine (rarely seen in the 
United States today). Tuberculosis of the skin, lymph glands, kidneys, and 
intestines are also found among children. 


A positive reaction to tuberculin tests, such as the Mantoux or patch test, 
would indicate that infection has taken place. Fortunately, the majority 
of people who are infected do not develop fatal or clinical disease. The 
length of time between infection and the actual development of the disease 
is so variable that a manifest lesion may appear shortly after infection, later 
in adolescence or early in adult life, or it may never appear. If there is evi- 
dence of infection on basis of a positive tuberculin test, determination of 
clinical tuberculosis is achieved by chest x-ray, sputum and gastric tests and 
other methods of clinical detection. 


*Further discussion of many of these problems will be found in other sections of volumes 
II and III of this work. 
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In recent years there has been a decline in public interest in tuberculosis. 
This has been partly attributed to wide publicity concerning medical and 
surgical advances in the control of tuberculosis. It must be kept in mind, 
however, that there are some tuberculosis patients who cannot be helped by 
surgery or drug therapy. Further research is needed in this area. Large 
scale programs of control and prevention should be encouraged. Ideally, 
annual tuberculin testing of each person from birth throughout life, and 
annual X-raying of positive reactors, should be a part of a good program. 
This is impractical for most communities. Annual chest X-rays, especially 
for children under 15, is both possible and feasible and would be an ex- 
tremely valuable program. 

Prevention of tuberculosis on a large scale basis can take place through 
good personal hygiene, optimum standards of cleanliness, good nutrition, 
and sound family adjustment. Proper treatment of a patient removes the 
source of contagion. However, the possibility of contact with undiagnosed 
cases continues to be a problem of concern. 

Present day treatment shows a shift from long periods of bed rest to short 
periods of hospitalization and completion of ‘curing’ at home under close 
medical supervision, or treatment at an outpatient clinic. Education of 
parents, siblings, and the community at large, to accept and help care for 
such a patient, is essential to successful outcome of this type of treatment. 
With the patient who is drug-resistant or cannot be helped by surgical in- 
tervention, bed rest is still prescribed. 

There are two types of tuberculous children who may be allowed a 
normal school program. The first is the child who is found to be a positive 
reactor to a tuberculin test but whose X-ray reveals that the lesion is well 
healed. The second is the child who is exposed to active tuberculosis in 
the home but does not show any clinical evidence of the disease. Both 
should be given periodical medical examinations to determine whether there 
has been any change in health status. These two types do not endanger 
other children. 

Any child with active tuberculosis has no place in the classroom with 
other children. He should be treated in a hospital or in the home, as medi- 
cally recommended. His educational activities should be discontinued until 
it has been medically recommended that they may be resumed. If at all 
possible, educational activities should be resumed while the child is still 
hospitalized. This should be done on a limited basis, not too soon, and 
increase should be gradual. Resuming activities early is important to his 
morale, and unnecessary delay may prolong his rehabilitation period un- 
necessarily. 

It is the responsibility of the hospital, in cooperation with the local board 
of education, to provide an adequate and well trained teaching staff, equipped 
to carry on the education of the hospitalized child. Whenever possible, this 
teaching should be carried on with groups of children. It is understood, 
however, that some may require bedside teaching. The child curing or 
convalescing at home should continue his education under the supervision 
of a homebound teacher. The medical social worker on the hospital staff 
should take the initiative in arranging such programs through the board of 
education. His hospital school program should start where he left off when 
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he was hospitalized. Likewise, his home program should begin where he 
left off when he was discharged from. the hospital. This continuity is im- 
portant to his continuing interest in and motivation for learning. 

A child who has primary tuberculosis of a non-infectious type, for whom 
reduced activity is advised durihg the healing stage, can be given regular 
school assignments under a homebound teacher. 

No child should return to a classroom with normal activities unless he 
has been in an arrested state for 6 months. In addition, lesions should have 
shown continued stability, and sputum and gastric washings should have 
been negative for this same period of time. After he has returned to school, 
the classroom teacher, in cooperation with the principal, should arrange his 
program according to medical recommendation. 

Few, if any, special facilities are set up for the adolescent with tubercu- 
losis. Bedside and homebound teaching seem to constitute the program for 
this group. In some larger communities, a special program has been set 
up in cooperation with the State Division of Vocational Rehabilitation. 
These are restricted to patients with 4 hours of approved daily activity. 
This must be exclusive of traveling time. 


RHEUMATIC FEVER 


Rheumatic fever is an acute disease often resulting in chronic lesions. It 
attacks the connective tissues of the body and causes inflammation of the 
| muscles, valves, and outer lining of the heart. The cause of rheumatic 
| fever is unknown, but it usually follows respiratory infection. It is believed 
that the disease is brought on by beta-hemolytic streptococci?. There is no 
| one characteristic symptom; however, some primary symptoms are pain in 
| the joints and continued fever. Other symptoms may be loss of weight, 
repeated nosebleeds, poor appetite, and pallor. More acute cases would 
show these symptoms and evidence of heart damage. In milder cases, the 
symptoms are fleeting and general. Rheumatic fever is not communicable; 
however, it often has a familial pattern. According to Wilson?’, the disease 
is “inherited’ as a Mendelian recessive. It is found to be most common in 
temperate zones, and the incidence tends to be higher in winter and spring, 
than in summer and fall. Children are more susceptible than adults. 

The average age of primary attack is around 6 years. It is uncommon 
prior to this age. Between the ages of 6 and 10, the incidence tends to be 
highest. Girls are more susceptible than boys. A primary attack may occur 
among young adults who live in crowded, unsanitary areas. Recent studies 
have revealed that there is no correlation between race or color and rheu- 
matic fever. It has been found to be more common among the poor than 
among the rich. This is no doubt related to there being a greater tendency 
among the poor towards overcrowding, poorer sanitation, lack of adequate 
diet, and other environmental factors that would nurture and encourage 
the disease. 

Some heart injury which we call rheumatic heart disease may result from 
theumatic fever. This damage appears after recovery from the fever. If 
the child can be prevented from further attacks, the heart damage may be 
slight and he may live a normal, active life. If the heart is severely damaged, 
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activities must be curbed accordingly. Every child who has rheumatic fever 
does not develop heart disease. Since rheumatic fever is a recurring disease, 
one attack does not protect the child from future attacks. The tendency 
for attacks to recur is lessened during the teens, and in some instances they 
stop entirely around the age of 16 or 17. 

In controlling this disease, it is not necessary to isolate the child. Preven- 
tion of respiratory infection and organization of a complete program of care 
seem to be the best preventive and control measures. 

The most important treatment of rheumatic fever is bed rest. Certain 
new drugs are also effective in bringing marked and prompt relief. when 
acute symptoms appear. At present, there is some controversy over the 
effectiveness of some of these. 

The bed rest is temporary but very important to curing and should be ad- 
hered to strictly until the physician prescribes otherwise. After the acute 
stage is over the child often feels considerably better, and it is difficult to keep 
him in bed, especially if he is convalescing at home. During the period of 
bed rest, the local board of education, in cooperation with the hospital staff 
and physician, should provide for -bedside or homebound teaching. 

Good supportive nursing care during the acute stages is very important 
both in the hospital and the home. The nurse can be invaluable in helping 
the parents and. the child understand his physical limitations, the necessity 
of an adequate diet, and the importance of guarding against overweight. If 
the child is to make a satisfactory adjustment, educational and occupational 
therapy need very thoughtful consideration. Cooperation among the bed- 
side or visiting teacher, the physician, the hospital or visiting nurse, and 
the therapist, is essential to good follow-up care. The school nurse can 
play an important part in the community program. She can give guidance 
to parents, teachers, and the community simultaneously. The school 
guidance counselor will find her an invaluable aid in giving vocational 
guidance to the child. 

The largest percentage of children recover fully from rheumatic fever and 
can return to normal activity, as determined by the physician. About 1 out 
of every thousand will need special consideration because of heart condition 
that develops. For this group, special classes and special schools might be 
indicated. Problems such as transportation and climbing stairs also need 
consideration. 

Both the child who has had rheumatic fever and his parent might need 
considerable help in overcoming fears concerning the amount of activity 
that is desirable. A good special school program should encourage them to 
participate fully in the recommended degree of activity. 


Heart DISEASE 


The heart disease that occurs most frequently in children is congenital, it 
accounts for approximately 40% of the cases among children**. Congenital 
refers to being born with some malformation or mal-functioning of the heart. 
Organic heart disease is produced by some other factor or factors and results 
in some alteration in the anatomical structure and function of the heart— 
though not in every single case. When the etiological factors that may 
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produce heart disease do not produce the same, the child becomes a potential 
cardiac. Care should be taken to prevent the development of cardiac com- 
plications, if at all possible. A child who has had rheumatic fever but does 
not develop heart disease would be an example. 

Bacterial endocarditis is another type of heart disease found in children. 
It is the invasion of the blood stream by bacteria that has. the heart as the 
inflamatory focus. This may be produced after a tonsillectomy or some 
dental procedures and is usually at the side of some earlier damage. 

Most cardiac children survive with the normal school routines. Very few 
require limited programs. Severe cardiacs may need to be placed in special 
schools or classes where programs are regulated to meet individual degrees 
of disability. Special equipment, such as elevators and ramps, may be indi- 
cated. Patient teaching and good vocational guidance are important. 

Teachers should have some knowledge of the anatomy and physiology of 
the heart and the circulatory system, as well as the classification of cardiac 
conditions. This orientation will help them to understand intelligently, the 
importance of careful program planning for the cardiac child. 


Nutrition 


The healthy, happy, vital, active child is the well nourished child. On 
the other hand, the child who lacks drive, zip, and vitality, and is listless 
and phlegmatic, is likely to be the undernourished child. We often think 
of the underweight child as being malnourished; however, a child can be 
overweight and yet malnourished if his food intake is not being properly 
utilized. Underweight and overweight are factors in malnourishment when 
they are true in marked degrees and when related to an abnormal growth 
pattern over unusually long periods of time. We no longer hold to the idea 
that these two factors, determined by an arbitrary standard yardstick of 
measurement, are significant. They are relative factors and should be evalu- 
ated in terms of body structure and familial patterns. Weight and height 
in children should be evaluated on individual bases, and significance should 
be attached to the relationship between these factors and the child’s general 
health at the particular stage of his development. 

Malnutrition may have some recognizable overt manifestations to obser- 
vant parents and teachers. Some of these are poor posture, unusual tired- 
ness, bleeding gums, pale mucous membranes, rough-dry-scaly skin, or 
greasy-flaky areas around the eyes, ears, and nose. A child may be ap- 
parently well fed and still be undernourished because his body is not prop- 
erly utilizing the food that it is taking in. 

Factors such as worry, fear, frustration, tension, depression, and anxiety 
may "affect the appetite and consequently the nutrition. Aside from these 
emotional factors, and quality and quantity of food intake, poor nutrition 
may be due to disease, chronic fatigue due to inadequate sleep, and over- 
activity. 

When a child is undernourished, some special provision should be made 
in his school program. Health conservation classes meet the needs of such 
a child by providing mid-morning and mid-afternoon snacks. The teacher 
in the regular class could make a similar type of provision for such a child. 
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The atmosphere of the classroom should be free from undue physical, 
mental, and emotional stress and strain. Moderate and regular play or 
activity periods should be provided, for these are valuable to the rehabilita- 
tion of this child. 


The school nurse can assist both the parents and teachers in planning the 
school program. In cooperation with the school and the home, the nurse 
should see that every child is weighed and measured periodically and that 
he has frequent medical examinations. In addition, the nurse can assist in 
setting up a health education program in the school. A study of the child's 
individual diet should be an integral part of such a program. 


Some MisceLLANEOus HEALTH PROBLEMS 


The classroom teacher should be acquainted with a number of miscel- 
laneous health problems that might appear in her classroom population from 
time to time. Some of the most important ones are: hemophilia, diabetes, 
epilepsy, allergic conditions, and convalescence. 


Hemophilia. Hemophilia is defined by Wintrobe!? as “a constitutional 
anomaly of blood coagulation which depends on hereditary transmission of 
sex-linked, recessive Mendelian trait, and is characterized by a life long 
tendency to prolonged hemorrhage as well as markedly delayed coagulation 
time in affected males”. This is not a rare disease. One in every 15,000 
in the white population may have the disease in some form, from very mild 
to severe”. The milder forms do not require treatment. While it is a 
disease of the male sex, transmitted by the female to her offsprings, recently 
very mild forms of hemophilia have been found in female children. No 
specific cure has been discovered to date. 


This disease can be detected by the presence of multiple bruises, with 
hemotomas (hard centers); continuous black and blue spots; ankylosis of the 
joints, habitual hemorrhage from various parts of the body, either spon- 
taneously or following slight trauma; sub-cutaneous or intra-muscular bleed- 
ing; mucous membrane or internal bleeding (from mouth, lips, tongue); 
gastro-intestinal hemorrhage; and pulmonary plural bleeding. Hemorrhage 
of the brain or spinal chord, and bleeding of the bladder or kidneys may 
also be symptomatic. 


Careful handling of the hemophiliac child is extremely important. Parents, 
teachers, and others coming in contact with him should help him avoid 
injury, trauma, unnecessary falling, and bruises. Because parents do not 
know how to care for the hemophiliac child, he oftens finds himself spend- 
ing long periods in the hospital. 


In the event of a hemorrhage, the immediate approach for controlling it 
locally is to apply cold and pressure to stop the bleeding. In cases of hem- 
orrhage of the mouth, the child can. be asked to suck an ordinary popcicle 
to bring bleeding under control. When the bleeding cannot be brought 
under control by local treatment, transfusion of fresh blood plasma must 
be resorted to. This is to elevate the prothrombin consumption, and is a job 
for a qualified medical person. | 
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Crippling deformities may result from some forms of hemophilia. Both 
surgery and physical therapy are important aids in correcting and preventing 
such conditions. 

No special school facilities are needed for the mild and moderate hemo- 
philiac. Closer supervision, on the part of the staff and student body, is 
invaluable to his well being. The severe hemophiliac may need placement 
in a hospital school where he can receive the constant medical care and 
supervision needed. 

Although further research is needed to make management of hemophilia 
fare more satisfactory, strides have been made in the area of diagnosis, The 
new prothrombin consumption tests has made the diagnosis of hemophilia 
more exact and certain; thus, treatment has become more rational®®. 


Diabetes Mellitus. Diabetes is a metabolic disturbance. In this disability, 
the liver is unable to utilize and properly store the body sugar. When the 
islands of Langerhans, in the pancreas, are unable to produce the hormone 
insulin, this condition is produced. Sugar and other harmful substances 
accumulate in the blood stream and are eliminated by the kidneys in the 
urine. 

The diabetic child is treated by controlling his diet and giving him peri- 
odic injections of insulin where indicated. If the disease is recognized and 
adequately treated, the child will have no difficulty and will be able to lead 
a normal life. 

Classroom teachers should be aware of these symptoms: frequent urina- 
tion, thirst, increased appetite of an unusual nature, abdominal pain, and 
loss of weight. They also know that if a diabetic child fails to take his 
insulin or if he develops an infection or fever, he may develop what is known 
as diabetic coma. Warning signs for this are thirst, fast deep breathing, 
nausea, headaches, and vomiting. If a coma should occur, the teacher 
should stretch the child out on a bench or on the floor and keep him warm 
until the physician arrives. The teacher should also know whether the 
child is receiving insulin so that she can guard his physical activities and 
see that he does not work too hard physically. Knowing that nervousness, 
sweating, dizziness and hunger are warning signs for insulin shock is valu- 
able information for the teacher. If orange juice, sugar, or candy is given, 
insulin shock may be warded off. The diabetic child should be allowed to 
eat if he complains of hunger. 

In the more severe cases, it may be necessary for the child to be placed in 
a health conservation class where he will receive closer supervision. 

Normal growth is compatible with controlled diabetes, but there are many 
children with the disease who do not grow normally. Normal growth does 
not preclude the development of degenerative changes, but when there is 
definite deceleration or stunting, degenerative changes develop earlier and 
progress more rapidly. Some diabetic children show tendency to become 
obese between the ages of 14 to 18 years??. 

The diabetic child has a greater need for security, affection, and applause. 
He .nust learn discipline and responsibility early. Under good. physical and 
emotional care, he will have normal intelligence. Remember that in some 
cases, frequent insulin reactions, of a severe nature, can and do cause ir- 
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reparable damage to the central nervous system. Chemotherapy and anti- 
biotic agents have made it possible to combat more effectively intercurrent 
infections. 

Epilepsy. Epilepsy is a temporary disturbance of the electrical circuit of 
the brain characterized by seizures of varying degrees and intensity. During 
an epileptic seizure there is a temporary loss or impairment of consciousness 
without apparent cause. The exact cause of epilepsy is unknown; however, 
the conditions that bring about seizures may be injury to the brain, bodily 
disorders, and emotional upset action on an already disordered part of the 
brain. 

Classroom teachers may find themselves confronted with cases of epilepsy 
so mild that attacks would be recognized only through very careful obserya- 
tion. In such attacks, there will be merely twitching of the eyelids and 
apparent inattentiveness or ‘daydreaming’. They may also meet severe cases 
characterized by loss of consciousness and violent convulsive seizures in 
which the entire body shakes. In either case teachers should be prepared 
to handle the situation intelligently. Mild attacks should be overlooked; 
the child should certainly not be focused upon or embarassed in any way. 
Teachers should recognize what is happening and keep the environment 
free from the possibility of the child developing emotional upset because of 
her attitude or that of his classmates. In the case of the severe attack, teach- 
ers should not become alarmed. They should keep the other children from 
becoming upset by preparing them in advance. Since attacks last for such 
short periods, and complete recovery is expected, the epileptic should be 
allowed to have his attack with a minimum of interference. If dangerous 
objects are removed so that he cannot harm himself, and a tongue blade is 
placed in his mouth so that he does not bite his tongue, he will be relatively 
safe. Very few injure themselves during attacks. The child should be 
allowed to have complete rest afterwards because he is frequently com- 
pletely fatigued and in need of rest. 

Teachers, parents, classmates, siblings, counselors, and others coming in 
contact with the epilipetic child should be educated to the importance of 
their attitudes toward him and the influence of the same on his ability to 
adjust and accept his condition. At the same time, teachers should help the 
child handle the many prejudices that may confront him, through helping 
him develop a fearless and realistic attitude toward his condition. 

Vocational adjustment becomes a problem of paramount importance to 
this group. Employers, employees, vocational counselors, and others coming 
in contact with the epileptic, on a job situation, should know something of 
the duration and frequency of attacks, behavior characteristics concomitant 
with these, and desirable treatment. The knowledge should be utilized 
in understanding and helping the epileptic to adjust. At the same time, the 
epileptic should be guided to choose a vocation wisely, avoiding jobs that 
may present potential hazards for him. He must recognize his vocational 
limitations. 

Continuous medical treatment is recommended for the epileptic child. 
Some have been known to be helped by surgery. With this continuous 
care they can be encouraged to attend a regular class. Unfortunately, many 
epileptics are dismissed from school on a medical discharge and have no 
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facilities available to them as far as education is concerned. ‘This discharge 
is sometimes motivated by the inability of the classroom teacher to handle 
the situation. In still other instances, epileptics are in special schools. 
Finally, some severe cases are institutionalized. 


Allergic Conditions. Allergic conditions most commonly found in chil- 
dren are asthma, hay fever, eczema, and uticaria (hives). By allergy, we 
simply mean changed or altered reactivity. Becoming allergic is determined 
by two factors: the capacity to become sensitive, and adequate contact with 
a specific substance. Allergies can be caused by many different types of 
agents and may be found in many forms. 

Understanding the nature of different allergic conditions will aid teachers 
in planning programs that will take into account the child's special needs in 
regard to rest, hygienic conditions, food, and exercise*®. 

Asthma is an allergic condition that is found frequently in a school popu- 
lation. The asthmatic child will experience difficulty in breathing due to 
swelling of the mucous membranes, spasm of the bronchial muscles, and 
increased secretion of mucus. With new medicines that make it possible 
for the asthmatic to increase tolorance to irritable substances, along with the 
possibility of riding the environment of these substances, episodes can be 
lessened and even prevented. Because the asthmatic child is often anxious 
and insecure, he may go into an attack when the situation is tense and 
threatening. Teachers can help by educating the parents, siblings, and 
classmates to help him develop greater feelings of security. Overwhelming 
mental and physical factors tend to increase attacks. These should be mini- 
mized. 

Hay fever has symptoms of the common cold and may be suspected when 
a child has repeated series of colds at the start of the school year. The upper 
respiratory tract is involved in this condition, and it may become so severe 
that it will result in asthma. Simple measures, like using dustless chalk, 
may be an important aid to the child with hay fever. Teachers should be 
alert to the need to allow the child to be excused from school for medical 
treatment. They should also be aware of his sensitivity to various types of 
food and recognize the need for frequent rest periods if drowsiness and 
fatigue accompany the condition. 

Skin conditions like eczema and uticaria are not contagious. ‘Teachers 
can help children with such conditions by not making them more con- 
spicuous. The emotional effects of his feeling too sensitive and feeling 
conspicuous, may provoke the situation and cause increased itching and 
scratching. Skin conditions are obvious and make a child feel different. 
This feeling of difference may produce psychological trauma thus aggravating 
the condition. 

The allergic child can attend regular schools and classes. Teachers and. 
parents should obtain specific help from the physician in helping to care 
for such a child and in helping the child care for himself. 


Convalescence. The child who returns to the classroom after a period of 
convalescence should be given special consideration by the classroom teacher. 
This special consideration may mean the difference between a speedy, com- 


plete recovery arid an unnecessarily prolonged convalescence. 
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It must be kept in mind that during his convalescence he may have 
drained himself of considerable strength, energy, and persistence. He may 
tire easily and be irritable and depressed at times. Teachers should recog- 
nize this and make provisions for it until he is back to normal. Frequent 
rest periods and limited physical activity, with gradual increase in the 
amount of activity, are invaluable aids. Most of all, the teachers’ reassurance 
and sympathetic attitude toward the child are essential to his maximum and 
ultimate well being. 

When a child falls behind because of a long period of absence from school, 
he may become anxious, tense, and worried, and develop, anxieties over the 
fear of not being able to catch up. Classroom teachers should not require 
him to make up back work and should give him as much individual as. 
sistance as possible to help him catch up sufficiently so that he can be at ap- 
proximately the same functioning level of his classmates. 


Urimizinc THE TEAM APPROACH 


If children with special health problems are to have equality of educa- 
tional opportunity, provisions must be made in the total programming and 
planning. A variety of special facilities, methods, techniques and devices 
must be available. Adaptations of the regular school and classroom programs 
must be made in accordance with the prescribed health needs. While the 
goal is to return the child to a regular class as soon as possible and if practi- 
cal in his individual case, special classes, hospital schools and classes, sani- 
toria schools, residential schools, convalescent home classes, bedside teaching, 
and home instruction must be available to him in the interim. 

Through the team approach to planning for the best possible program 
for the child with special health problems, he can.receive the maximum 
gain from his educational experience. This approach provides opportuni- 
ties for studying the child as a whole child, with different disciplines 
focusing on the various aspect of the child's growth and development. Bring- 
ing together findings in case conferences makes planning broader and more 
cohesive. The opportunity to collect, organize, and share in the evaluation 
of data concerning the child would appear to be educationally sound. Re- 
gardless of the method used, a thorough knowledge and understanding of 
certain factors is important. These are the nature of the disability or health 
problem, the child’s basic ability and past and present school achievement, 
and the environmental factors. With this knowledge as a springboard, a 
sound and well directed program of study can be launched and carried out. 

Members of a wide variety of disciplines will be called upon to contribute 
substantially to the education and rehabilitation of children with special 
health problems. Parents have the first responsibility, that of seeking the 
best possible professional help available, within their means. They should 
be encouraged to understand fully the nature of their child’s disability and 
work hand in hand with all concerned with his health and welfare, from 
the beginning to the end of his treatment and rehabilitation. 

Since we are concerned with children whose primary problem is a health 
problem, the physician becomes the key person giving guidance to the 
medical aspects of his treatment and care. Working hand in hand with the 
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physician are nurses, therapists (speech, occupational, and physical), and 
health service program staff and personnel. Each one is important in this 
phase of the child's treatment, care and rehabilitation. Nurses (both hospi- 
tal and public health), social workers (family welfare, medical and psychia- 
tric), and rehabilitation counselors, are essential if a full program is to be 
carried out. Working jointly with these disciplines should be the school 
administration, staff, teaching personnel, and guidance counselors. Where 
there is a school nurse, it would be needless to say that she would make a 
valuable contribution. Cooperation, cordination of services, and a willing- 
ness to give assistance freely, should constitute the basic attitude and phi- 
losophy of the team. 

. The school administration should recommend modification in attendance 
laws and regulations, adjusting the length of the school day, and changing 
the kinds and amount of school activities for the physically limited child. 
These modifications should include allowances for special rest periods, addi- 
tional individual instruction and guidance, and close observation and super- 
vision by the teaching staff. Teachers should see it as their professional 
and moral obligation to carry out such adaptations. 

In both teacher training and in-service training programs, provisions 
should be made for teachers to obtain knowledge and information concerning 
the nature of various types of special health problems among children. ‘This 
information should be carefully integrated into a well formulated philosophy 
of education, laying the ground work for desirable teaching programs, 
methods, techniques and devices for teaching these exceptional children. 
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ADOLESCENTS WITH SPECIAL HEALTH E 
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FRANCES G. KOENIG AND ELENA D. GALL E 


Special education has grown considerably from its inception at the begin- —— 
ning of the twentieth century to the present. One need only take a look — 
at the White House Conference of 1930 and 1950 to realize the tremendous , 
changes that have taken place in services offered to children from the pre- — 
school nursery to the high school in these twenty years. Yet the problem is — 
not solved. There are goals which call for accomplishment and indicate —' 
that increased special services are desirable for an even greater number of —.— 
young adolescents. However, it is only a few short years in the history. of 
man since he has not expressed primitive fears, ridicule, neglect, or senti- 
mentality toward the physically handicapped, and only in the past fifty 
years has he begun to offer special educational procedures to young children 
who have special health problems. : 

There are also young people of secondary school age who are not in per 
fect health, who cannot stand the strenuous play and recreational activities 
of the average adolescent, and who are in need of additional physical care. 
The factors of safety and of physical limitation are ever-present. They 
cannot fully participate in the social, educational and pre-vocational aspects 
of the average high school’s intramural activities. Often accidents take 
their toll of these youngsters; acute illness sometimes strikes. There are 
those who have a history of rheumatic fever or other cardiac disability or 
arrested tuberculosis.. Others have diabetes; still others suffer from lowered 
vitality caused by faulty diet, chronically poor health practices, allergies, 
asthma, epilepsy, mild orthopedic deviations, postoperative weakness, cos- 
metic disturbances, endocrine imbalance, and/or multiple handicaps. They - 
may be found in hospitals, convalescent homes, sanatoria, residential schools, 
at home, and in private and public secondary schools. 

All special education facilities in day schools, geared to the particular 
needs of these young people, should be housed in a single multi-grade level 
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homeroom or center in each high school serving a community. One of the 
ways to meet this problem is in planning for a classroom, well-equipped and 
attractive, on the ground or street level of the school building; and its heat- 
ing, lighting, ventilating and colors of the walls should follow the best 
known standards. This room should operate at its optimum so that the best 
high school instruction program can take place there, both in groups and 
on an individual basis. Modifications of subject-matter instruction can be 
made by the homeroom teacher to give the student the greatest benefit. in 
materials and devices so that learning can be achieved with a minimum of 
physical exertion and strain. The subjects offered should relate directly to 
whether the student shows ability and interest in academic, commercial or 
vocational training. 

'The need for a special program with modified instruction, possible extra 
rest hours in a quiet room on a cot, nourishment during morning or after- 
noon sessions, and clinic or treatment center time during school hours, is 
sufficient cause for receiving extra funds from state legislatures. Hot school 
lunches, corrective gymnasiums, playground areas, and auditorium facilities 
should be made available to all students with special health problems, and 
school program planning should include such services to them. If possible, 
both normal and exceptional students should share them. 

The modification of the physical instruction program, with medical, surgi- 
cal or dental aid, is a requirement of these students. Where possible, state 
rehabilitation officers can offer extra assistance to those who are in need of 
prosthetic devices, eye glasses, or cosmetic correction. If need be, transporta- 
tion by special car, station wagon or school bus should be arranged to 
facilitate easy access to the high school building and to the various treatment 
agencies. The use of the high school elevators is a common practice. 
Special seating arrangements can be made in the regular classrooms for 
those students who require them. 

Special visual aids, such as enlarged type for those students visually handi- 
capped, special auditory aids for those with deficient hearing, and special 
equipment for those requiring speech assistance would be necessities in the 
homeroom of the high school building. 

Teachers with training in special education practices in the graduate 
schools of colleges are most desirable, both for the educational as well as for 
the psychological factors involved. It is wise to assume that the child with 
special health problems will remain in the special class, hospital, convales- 
cent home or on home instruction only so long as his physical condition 
warrants such services and that these be carried out upon the recommenda- 
tion of the physician. It would be well, then, for him to remain with the 
same teacher during the entire period of special care. The regular subject 
teachers should have some knowledge of his limitations as well as of his 
special abilities, and realize that flexibility of programming is a necessity, 
since the time element is often of the essence, as in clinic attendance, physio- 
therapy, or dental care. 

Where the student is at home, either for a short period or longer duration, 
the utilization of the home-school telephone and special televized programs 
of instruction are of great value for him in the continuation of his learning 
and sense of belonging to the high school serving him. The home instruc- 
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tion teacher will here be the bond between him, his peers and his high 
school teachers. In hospitals and convalescent homes, especially trained 
teachers work with these young people and help maintain the educational 
goals and achievement so that upon return to school they wili have accom- 
plished as much up to the level of their abilities as is feasible for them. 

In the selection of students for the special services, great care must be 
taken. School medical authorities cooperate with private physicians and 
with hospital clinics in the decision as to whether certain children would 
benefit from such extra services. The health and welfare agencies, both 
private and public, contribute greatly to this effort and should be called 
upon for their valuable contributions to these young people. 

Diagnosis must be made by the physician, and often by the dentist. 
Insofar as eligibility and placement are concerned, the superintendent of 
schools is the final authority in charge. Both health and educational recom- 
mendations are carried out locally. The cooperating agencies, including the 
social service aspects and the vocational rehabilitation divisions of the vari- 
ous states, serve these children through continued care, if required, and 
through follow-up for at least one year upon leaving high school. 

The educational goals are identified with those for children who are in 
regular classes, with the major stress on good health practices, not only 
physical health but also mental and emotional security. Health education 
and physical well-being play a large part in the goals for these children. 
Socially, academically, and vocationally, the goals are the same as for other 
children, with the added requirement that the special teacher be well in- 
formed as to the particular limitations in regard to each individual case. 

The guidance counselor attached to the school is also in need of a thorough 
knowledge of the skills and training concerning the special needs, interests 
and abilities, and physical and mental limitations of each child with special 
health problems. He should be trained in the psychology of the physically 
handicapped as well as in the physical aspects of these children. He should 
meet the children on entrance to high school and discuss and direct them 
in terms of their physical and mental equipment. He should visit the 
home, hospital or convalescent home and follow them and their progress 
there as well as in the day school. It is advisable for him to meet with the 
parents and offer realistic counsel on jobs, and the cost of training in rela- 
tion to the socio-economic status of the family. He should be able to appraise 
records and analyze opportunities for the physically limited through federal, 
state and community services, publications, tests, interpretations of results, 
placement bureaus and study chances for long-time employment at the out- 
set. If the young graduate is successful, the counselor can then feel there 
is a likelihood for good personal and social adjustment. He can invite rep- 
resentatves of various industries to discuss the possibilities of employment 
of these students. Where this is not possible, he should assist in placing 
the student in a sheltered workshop situation. Publicity in industrial and 
commercial establishments is à very important phase of his work so that 
these young people can be made known and proven to be capable workers. 
Cooperative training programs can be utilized for those students who show 
ability and whose health status warrants such programs. 

It is for the teacher and his counselor to make the parents aware that the 
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school day must be adapted to the needs of their child. Aside from at- 
tendance of possibly less than a full day, individual attention, adapted 
games and physical education, rest periods, avoidance of stair-climbing, and 
others, there is the question of parent care at home. He must be counseled 
to fully understand the home care necessary, such as adequate and proper 
diet, continued medical supervision, and correction of any minor health 
defect which might infringe upon the achievement of the optimum in health 
and the conservation of all capabilities. 

It must be noted that the curriculum is the same as that of normal 
children except that additional practices are offered in the health area and 
the much more individual teaching and smaller working groups are ad- 
visable so that each person will accomplish up to his maximum level of 
achievement. If possible, a double set of books should be made available 
to these students so that one may be kept at home for study and the other 
used in school. The homeroom teacher will closely follow the subject- 
teacher's recommendations concerning the achievement level of her students, 
and, where necessary, institute a remedial program or special study time 
with her assistance. Of course, the subject-teacher will meet with the special 
teacher from time to time to discuss the student's progress. 

The constant close cooperation of community agencies is enlisted in 
aiding in the development of leadership among these students when noted 
by the homeroom teacher, the subject-teachers and the guidance counselor. 
Part-time employment should be offered to those whose health status is good 
and who require financial assistance. On-the-job training is a fine method 
in aiding them to become self-sustaining members of the community. If 
necessary, transportation to and from the job should be provided by inter- 
ested community agencies. 

All who work with these children, in whatever capacity, must attempt to 
guide them toward total security. The conference method, or what is com- 
monly known as the ‘team’ approach, is often used. ‘Training in leisure- 
time pursuits, such as hobbies, clubs, friendship circles and the like should 
stem from their cooperative efforts. 

Some children are in need of even further care. Where one or more of 
the therapies are indicated, services in those aspects should be instituted as 
soon as a diagnosis has been made. Psychotherapy, for example, is called 
for only when the individual has emotional problems that cannot be resolved 
except by a psychologist or psychiatrist specially trained in this phase of 
psychological service. Speech therapy may only be offered by an accredited 
speech pathologist or speech teacher usually assigned to the high school 
for all those students who are in need of such work. Physical and occupa- 
tional therapy are most often the concern of the hospital, convalescent home, 
clinic, or treatment center. Drug or medical therapy may only be adminis- 
tered by a physician's prescription. 

However, even with all of these special services, problems other than 
these do arise among adolescents. Family attitudes play a vital role in the 
view that these young people take of themselves. What of their peer groups? 
How do they see themselves in relation to other young people? What fecl- 
ings do they develop concerning their sex role? What shall be their realistic 
vocational choice? What degree of training for employment shall they re- 
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ceive while in a convalescent home? What manner of training shall they 
receive while in high school? All these and others not so prevalent enter 
into the minds of these adolescents and of all who play a part in their lives. 
Even broader needs and wider goals are exposed, so that the education of 
children with special health problems becomes a major issue in the de- 
velopment of methods, materials and devices needed to surmount not only 
their physical limitations but also possible resultant handicaps arising not 
from physical causes but from other problems contingent upon their ways 
of growing up. 

"Their goal, as with all other adolescents, leads them toward assuming a 
self-sustaining and self-respecting life as they enter upon maturity, into 
adulthood and citizenship. 
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A multiply handicapped child may be severely or mildly disabled by two 
or more physical disabilities. He may be both mentally and physically 
limited, with an emotional maladjustment very frequently occurring as a 
concomitant handicap. An individual with overlapping limitations may be 
found in a regular classroom, in a special class, in a special residential or day 
school, in a hospital, in an institution, in a sheltered workshop, or at home. 
He may be an infant, a preschool child, an elementary school pupil, or a 
secondary school or college students. 

For example, a child with a IA cardiopathic classification, and a not too 
easily discernible curvature of the spine, may also suffer occasional asthmatic 
attacks. Such a child is usually found in a regular classroom in any 
school system; because of the marginal quality of the handicaps he goes, for 
the most part, unnoticed by the special education team. Another youngster 
attending high school is receiving instruction at home for a period of five 
hours each week because of severe involvement due to cerebral palsy and 
uncontrolled epilepsy; this student, of approximated normal intelligence, has 
accompanying handicaps in vision, hearing, and speech. A young adult, 
because of severe mental retardation, has never attended school: his mother 
wheels him around in an oversized baby carriage; he has faulty speech, poor 
muscular coordination, and is emotionally dependent. A deaf-blind child 
in a residential school lives thousands of miles from her home where she is 
not wanted; she is below par in intelligence and has lowered vitality. An 
aphasic child is in a day school for the deaf; he has diabetes and is socially 
maladjusted. An intellectually gifted child has a brain tumor and does not 
get along with his peers. 

These are typical examples of individuals who have come to the attention 
of public and private agencies, school administrators, educators and physi- 
cians from the beginning of school programs. For all of these types of 
multiply handicapped, and a variety of others, there is still no tailor-made 
program of training that ensures the treatment and cure of the minor handi- 
caps and deals substantially with the recovery of the more severe ones. 
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Efforts have been made in the past fifty years in this country to bring 
about education, rehabilitation, or custodial care in all areas dealing with 
emotional, mental, and physical deviations. This has been accompiished by 
emphasis on: 


1. Early discovery of deformities in all children 

2. Placing patients under immediate physical, surgical, and educational 
treatment 

3, Engaging in a relentless and vigilant team approach involving the 
physician, teacher, psychologist, parent, and nurse 

4. Following up at regular intervals with a testing and re-evaluation 
program. 

According to a recent study,! there are 496,219 exceptional children re- 
ceiving special education in public day schools in the United States. This 
number includes only those classified as mentally retarded, speech defective, 
crippled, deaf, hard of hearing, blind, partially seeing, those with special 
health problems, and the mentally gifted. The homebound and hospitalized 
have not been included in this number, which is considered to be only 18 
per cent of those in need of special programs. It has been estimated that 
only one out of five people in need of such services are receiving them. 
The percentage is even lower in rural areas. Even in urban centers this 
number of reported children is only 40 per cent of all those who need special 
education in the categories mentioned. 

'The multiply handicapped, long labeled as non-educable particularly in 
view of severe disability, are rarely admitted to the special class in the regular 
school. Yet interestingly enough, if one considers the broad definition of 
overlapping handicaps, one finds an amazing number of multiply handi- 
capped children even in special classes in regular schools. In one county 
in lowa, the teachers in public school classrooms related 1.38 handicaps 
per child of those who, though handicapped, were able to attend school. 
On the other hand, in surveying the enrollment at the Iowa Hospital School 
for Severely Handicapped Crippled Children, it became apparent that the 
23 children in attendance were afllicted with eight different types of disa- 
bilities; on the average, there were 3.5 handicap per child.* 

In October, 1952, the number of children with multiple handicaps in 
schools and classes for the deaf in the United States and Canada totaled 
633.4 The break-up was as follows: 


Deaf Cerebral Ortho- 


Blind Palsied pedic 

Public residential schools .... 25 168 54 
Public day schools and classe: y 3 123 31 
Denominational and private schools .... 75 22 39 10 
Schools and classes in Canada ........... Vi 6 16 4 
TOTAL 1132 56 346 99 


These figures show that when one considers a group with a major handi- 
cap, such as the deaf, one can expect associated handicaps, both physical 
and sensory, in a percentage of cases. 

Actually, the number of children with multiple handicaps is very large 
if we consider the fact that they may be handicapped by two or more physical 


Handicap 


Orthopedic 
Mentally 
Retarded 
Cerebral 
Palsied 
Emotionally 
Disturbed 
Speech 
Defective 
Blind 
Epileptic 
Deaf 
Hard of 
Hearing 
Low Vision 
Low I.Q. 
Brain 
Injured 
Lowered 
Vitality 
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Table I. Concomitant or Associated Handicaps 
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deviations. One may be marked, one may be minor; one or more may be 
allied to basic difficulties, and one or more may result from secondary 
deviations. Such handicaps may be permanent or temporary, incurable or 
curable. Multiple handicaps may stem from birth injuries, prenatal in- 
fluences, accidents, infections, neglect of major disabilities, maltreatment, 
maldiagnosis, heredity, or emotional factors. 

For the most part, children are being placed under special instruction 
according to their major handicap. Concomitant handicaps are very often 
neglected, if not entirely overlooked, in school, particularly if the teacher in 
charge is not well trained, if the plant is not well equipped, or if the school 
administration is not well oriented to the variety of disabilities and the need 
for specially designed programs. The accompanying chart, although over- 
simplified in its design, shows the combinations of handicaps that may be 
found. Although there are no figures available to substantiate this very 
general distribution, the author is taking the liberty of basing it on many 
years of teaching and observing the handicapped of all age groups. 

As research in medicine and psychology advances, more hidden disabilities 
and their treatment are revealed. For example, in a recent article? the 
author discussed strabismus and cerebral palsy. While strabismus is not 
synonymous with blindness it does accompany it. Work done on this 
subject by a Chicago physician, Dr. G. P. Guibor, was summed up thus: 


such persons. 


The problem of multiple handicaps was reviewed briefly at the Louisville 
meeting® of the American Association of Instructors for the Blind. Children 
having handicaps other than blindness were discussed as having an urgent 
need for special programs and for teachers with patience, tact, and under- 
standing. These blind children were also suffering from cerebral palsy, 
speech difficulties, brain tumors, epilepsy, or deafness. 

A pioneer report’ on the cerebral palsied blind child carried the results 
of a questionnaire distributed to 81 institutions for the blind and 68 institu- 
tions for the crippled. The following data regarding programs and admis- 
sion policies for the multiply handicapped were elicited. During the past 
ten years, schools for the blind had received 125 applications for cerebral 
palsied blind children. They had admitted 75 and refused about 30. Insti- 
tutions for the cerebral palsied and orthopedically handicapped reported 
approximately 75 applications, with 50 admissions and 25 denials. Officials 
reporting for. the schools for the blind pointed out that their figures should 
rictly because admissions statistics were generally 


f eye conditions rather than concurrent disabilities. 
are probably under- 


not be interpreted too st 
maintained on the basis o 
The figures given by schools for the blind, therefore, 
estimated. 

“Caution must be exerted in using any of these figures to determine the 
number of blind cerebral palsied children in our society during the years 
1942-1952. First of all, from 25 to 30 per cent of the residential institutions 
did not participate in our survey. Secondly, many of those participating 
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were not in existence over the entire ten-year period; this is especially true 
of the cerebral palsy institutions. As already noted, no accurate statistics | 
have been kept by the institutions, and it is also possible that some of the 
applications reported by one official were duplicated in the report of another. 
Furthermore, of course, fear of stigma and ignorance of the extent to which | 
even the most severe physical handicaps can be overcome have undoubtedly 
prevented and are still preventing many blind cerebral palsied individuals | 
from making application at any institution whatever. Finally, the survey | 
did not generally include clinics set up to serve out-patients only, since most 
of these have been but recently established and do not ordinarily admit 
blind children. 


The figures quoted . . . indicate . . . that a little more than half of those actually 
applying for admission to institutions for the blind or for the orthopedically disabled | 
have received the benefit of any kind of service. They also indicate that of those who — 
have been granted admission three-fifths have attended schools for the blind and two- 
fifths institutions for the crippled . . .5 


There is no area in special education that challenges the teacher to the ' 
degree that the field of the multiply handicap does. It is virgin soil, and in- 
spiring to the curious, intelligent, well-informed teacher. It brings results 
whenever effort is expanded in terms of materials, methods, devices, and 
techniques. It brings a personal satisfaction to the teacher that cannot be 
compared with any achievement she may have with other children. There 
is a personal bond, a sharing of an emotional tie which is both necessary and 
wholesome in revaluing the severely multiply handicapped. 

And yet, children with severe multiple handicaps have been and are — 
termed non-educables. Many cogent reasons have been submitted by 
cautious school administrators for refusal of admission: 


- Lack of trained teachers, therapists, physicians, parents, nurses 

. Lack of specialized equipment 

- Low mentality of applicant 

- Lack of proper pre-school training in activities of daily living 

- Danger to themselves and to others handicapped because of poor 

vision, physical coordination, and/or lack of hearing 
6. Difficulty in getting about 
- Need of more knowledge as to etiology of disability (mentally re- 

tarded, epilepsy, scoliosis) 

8. Lack of parent education and counseling 

9. Lack of legislation regarding admission to school 

0. Lack of funds (for buildings, institutes, shelters, clinics, hospitals, 
and other specialized centers.) 

11. Lack of community education, particularly employer education. 


Mid oU) DJ — 


Examples of multiply handicapped children and their problems, which 
continue to challenge agencies and school people, are as follows: 


I. John, a 12-year-old, is a non-ambulatory cerebral palsied with marked athetosis. He is 
mentally retarded, with an I.Q. of approximately 70. He has a visual handicap and slight 
speech impairment. He was recently admitted to a center for cerebral palsied children in 
his school district, where he receives individual attention in the classroom which houses 
ten other cerebral palsied children. He goes to a speech clinic daily. He is showing marked 
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improvement in attempting to walk with braces and crutches since he is receiving physical 
therapy three times a week. John is also learning to use his hands through the aid of 
occupational therapy. His teacher reports that with increased learning opportunities John 
may prove to show a higher score in his intelligence test. Much of his lack of knowledge 
is due to a long period of isolation as a homebound child, as well as from retarded physical 
development which prevented him from experiencing the usual social and educational 
activities of other boys his age. 

II. Susan is an 8-year-old child with congenital heart disease. She is homebound and 
is permitted limited physical activity. An oan child, she lives in a very comfortable home 
with her widowed mother. Susan also suffers from asthmatic attacks. For this reason her 
mother, who is very solicitious about her well-being, does not permit her to play with other 
children or have other children visit her for fear of upper respiratory infection caused by 
contact. Although Susan’s intelligence is above average, she shows little achievement in 
her work. She is disinterested in formal schooling and wishes to play most of the time. 
Her mother is anxious about her school progress and attempts to assist her, only to find 
that the asthma attacks become more frequent. Symptoms of withdrawal and hostility are 
reported by the solicitious parent. 

III. Jane is a 14-year-old high school freshman who has a slight curvature of the spine, 
poor dentition, reading difficulty, lowered vitality, and low vision. She has no major 
handicap; however, she is in need of physical and educational treatment. Her teacher, 
with the help of the medical personnel of the school, and the school social service, is able 
to place Jane under treatment which will bring about optimum physical health. A referral 
to the orthopedic clinic will give diagnosis and treatment. The district dental clinic will 
look after her oral needs. The nurse-teacher-parent-doctor team will meet regularly to 
discuss her general health needs to give her added zest. The vision can be corrected 
by referral to an eye clinic or private opthalmologist for diagnosis and treatment. The 
reading clinic of the university in her town will offer special instruction on referral. By 
having these minor multiple handicaps looked after, Jane can be helped to become a 
happier and more wholesome adolescent. This can be accomplished with the help of 
Jane's parents, who are interested, enlightened, and cooperative. 


No matter what the extent of the deviation may be, special education 
personnel are responsible for early diagnosis and pre-school education to 
avoid the hazards and neglect of multiple handicaps and thus prevent as- 
sociated injuries. Training, prevention of secondary deformities, rehabilita- 
tion, and parent education are functions of the special school as well. How- 
ever, educators need considerable support in handling the difficult matter 
of education and treatment of the multiply handicapped. Adequate treat- 
ment centers, specially trained personnel, appropriate tests, devices, and 
techniques to be used in instruction are still lacking. Legislation to provide 
for the expensive program for the care of all multiply handicapped children 
is still needed in many states where treatment centers and schooling facili- 
ties are needed. Research is still in its infancy in fields of diagnosis, treat- 
ment, care, and education of children who are severely handicapped by more 
than one major disability. Oddly enough, a widespread program for the 
multiply handicapped is being carried on in private and/or public centers 
interested in the cerebral palsied child. 


Among the most difficult problems which face the teacher in charge of 
multiply handicapped children is accurate clinical evaluation to determine 
the extent of ability and disability. An aphasic child, a deaf-blind child, a 
cerebral palsied child without speech, a mentally retarded cardiopathic child, 
an emotionally disturbed brain-injured child require months of observation, 
instruction, record keeping, and consultation before adequate educational 
programs can be devised. Teachers with imagination, patience, and ob- 
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jectivity are devoted to these children and spend their lives to apply what 
methods have already been devised for the individual needs of each child, 

Both methods and devices are further needed to reach the child who is at 
least twice removed from the scene of normalcy. The multiply handicapped, 
because of disfigurement, poor speech, disappointment of parents, lack of 
achievement, and attitude of other children toward these obvious handicaps, 
need the support and guidance of specially trained and experienced teachers 
to learn to accept himself daily. Although the feeling of inferiority exists 
in all of us, it is apt to be much more acute in children who are faced con- 
tinuously with experiences of frustrations and the resultant feelings of in- 
adequacy. Parent education is of utmost importance in a program of edu- 
cation designed for the multiply handicapped. 

The child with overlapping handicaps is also limited emotionally. This 
disturbance may be due to an abnormal parent-child relationship, the severity 
of the disability, the reaction of society to the handicap, or the onset of the 
illness, limitation, or disability. The degree of security a child experiences 
in infancy, and as he grows older, determines his eventual emotional ma- 
turity. Children who are loved and wanted by their parents are helped to 
grow emotionally. Although the relationship between parents and physically 
handicapped children is frequently just as healthy as that with the physically 
normal, parents sometimes do not respond naturally to haying a chronically 
ill or handicapped child. Deep feelings of guilt on part of the mother are 
almost always present in connection with a congenitally deformed child or 
even with a child who is injured in an accident. Parents act out such feel- 
ings either in disguised punishment through restrictions and rigid sched- 
uling, or give in completely to the child's every whim. Some parents are 
ashamed of their defective children and tend to hide them from their 
friends and neighbors. Other parents refuse to recognize the permanency 
of a severe handicap and its implications and, therefore, travel from one 
physician to another trying to find a cure. Often they interrupt the treat- 
ment and subscribe to quacks. 1 

Such parents are in need of help and can be assisted by being offered 
more information regarding diseases and helped to become more emotionally 
mature and stable. In the meantime, disturbances caused by a poor attitude 
of a parent toward a handicapped child may establish a secondary physical 
handicap such as colitis, asthma, or an allergy. Separation for the parent 
before the age of six for treatment or hospitalization may seriously interfere 
with the child's ability to form satisfactory emotional relationships with 
people. In the case of the brain-injured child we find that there are pri- 
mary and secondary effects of lesions. For instance, damage to the brain 
may result in the impairment of function such as the proper use of intelli- 
gence, judgment, habits, emotional responsiveness, sleep, ability to read, 
and others. Among the secondary effects are the psychological reactions; 
these may be fear, resentment, discouragements. “Sensory deprivations, 
particularly those of hearing and sight, may result in constriction of behavior 
personality, sometimes even resembling mental deficiency."? 

Unconscious problems exist whenever the individual is faced with illness, 
accidents, operations, or shortcomings in appearance. This is a normal 
reaction and must be kept in mind as a frame of reference whenever we at- 
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tempt to understand emotional disturbances in the handicapped. ‘The handi- 
capped child feels anxiety and frustration. whenever illness or disability 
threatens his security. The disabled individual tends to interpret his mal- 
functioning as a result of rejection or lack of love from his parents, or neglect 
from society. On such distortion of logic he often makes claims and demands 
on those around him. Some children who are not well adjusted to their handi- 
cap may express withdrawal, hostility, and aggressiveness. Other children 
are proud and rather rebellious and reject pity and excessive demonstrations 
of kindness. Still other children remain despondent and have excessive 
need for signs of affection, care, and attention. 

Emotional reactions of handicapped children often become more promi- 
nent during adolescence. In girls, for instance, disability and restrictions 
may be adopted as desirable gratifications, and getting well may not be 
achieved. As they face surgery or medical treatment, patients with anxieties 
and guilt feelings need constant reassurance from parents, teachers, and 
doctors. 

Although all people have problems centering around growing indepen- 
dence, overcoming feelings of inadequacy, and establishing themselves as ac- 
cepted individuals, these problems may be aggravated in multiply handi- 
capped individuals. Dependence which has been fostered by well-meaning 
parents from the very beginning of the onset of the disabilities has to be 
gradually transformed into at least partial independence through constant 
treatment, and opportunities for play, for schooling, and for creative activi- 
ties. Restrictions should be made clear to children who are not easily 
oriented to the environment of the normal child. Parents who are permitted 
to work closely with ‘the team’, or as a part of the group of experts, will gain 
insight and adopt a more realistic attitude toward setting of goals and daily 
achievement of the multiply handicapped. 

A child with physical or mental handicaps may have increased dependency 
imposed up him by overprotection. Such marked feelings result from con- 
genital or early childhood diseases causing retardation in social and emo- 
tional development. For example, the congenitally blind child receives 
help from his parents to such an extent that he does not develop the skills 
needed in a normal course of development. The child handicapped by cere- 
bral palsy is late in using his body muscles, usually because he is delayed by 
spasticity; and because he does not have body coordination, he is restricted 
from having normal experiences. A disorder in communication occurring 
early in life increases the feeling of dependency. Academic retardation in 


the child with cerebral palsy can be attributed to experimental limitations. 


As parents become better prepared to assume the difficult task of substitute 


teachers and full-time attendants for their children, they help to devise ma- 
terials and to plan programs for these children. A group of parents of 
severely retarded children in Detroit sought the assistance of the park de- 
partment of that city to designate a picnic area for a group of children who 
were so handicapped that they could not fit into the regular school program 
or even in a community recreation center program. | With the help of a 
voluntary agency, these children were transported daily to the park center 
and helped by a trained leader to socialize and to plan simple experiences 


together. One child, ten years old, who had never spoken at home was 
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stimulated to report experiences to his parents, first in single words and 
later in sentences. Such a statement as “I have to bring a quarter tomorrow" 
was not difficult, apparently, for the child who was sufficiently motivated in 
sharing an experience with his peers. Wherever parents congregate to look 
after the needs of their children, there is the added advantage of the op- 
portunity to talk about their worries; by sharing experiences, they unburden 
the cumulative tensions of weeks and months of loneliness with their prob- 
lems. 

Given a chance, parents can, with the help of expert leaders, make real 
contributions to the training team experts. Speaking at the 1954 annual 
convention of the Association for the Help of Retarded Children, Dr. Martha 
M. Eliot, chief of the Children's Bureau, U. S. Department of Health, Edu: 
cation, and Welfare, gave significant recognition to the role of parents in 
this area when she said: 


When officials of public agencies ask what kind of services should be provided for retarded 
children, my advice to them is ‘Ask the parents’. Parents who have lived and worked with 
retarded children are often the best qualified to say what help they need, though profess- 
ional persons will have to provide the hows. 


In one field of the multiply handicapped there has been a persistent effort 
to establish programs, devices, techniques, and to offer guidance. More 
than 115 years ago, Dr. Samuel Gridley Howe made the first attempt to edu- 
cate the deaf-blind in the United States. He had visited European schools 
where experiments in this field were being carried on, and had achieved emi- 
nent success in the education of Laura Bridgman. Another famous Ameri- 
can story started about 50 years later when Mrs. Anne Sullivan Macy was 
engaged to teach a little deaf-blind girl, Helen Keller. In the field of the 
deaf-blind, as in other areas of the multiply handicapped, the numbers are 
comparatively few; still, despite rich educational resources, we have failed 
to give all deaf-blind children the benefit of at least an elementary school 
education. It is rare to find teachers who, like Dr. Howe and Mrs. Macy, 
feel the dedication to one or several individuals which requires a life-long 
effort to establish communication with the outside world of intelligence and 
personality so completely confined with the deaf-blind. Public and pro- 
fessional workers still feel there is an impossibility to the task. Also, funds 
are lacking for such an expensive venture involving research, devices, and, 
at least, several trained people per pupil, — teacher, custodian, companion, 
therapist. 

A deaf-blind is so classified if he has a combination of two handicaps: 
totally deaf and blind, totally deaf with poor vision, hard of hearing and 
totally blind, or hard of hearing with poor vision. Programs for the deaf- 
blind (there were 42 deaf-blind children reported in 1953) are currently 
being administered at the following schools: New York Institute for the 
Education of the Blind, New York, N. Y.; Perkins Institution for the Blind, 
Watertown, Mass.; Michigan School for the Blind; Iowa School for the 
Deaf; California School for the Blind; Alabama School for the Blind. 

Although labels and classifications give the teacher some indication as to 
the nature and extent of the handicaps, it is important to keep in mind the 
fact that no two multiply handicapped children, or adults, are exactly alike. 
Factors other than the disabilities must be taken into consideration if suit- 
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able curricula are to be constructed. The intelligence drive, and personality 
of the individual are important assets to explore and develop by educators. 
Among the major goals of the teacher of the deaf-blind are the provision of 
many activities, human contacts, and the restoration of contacts and the 
re-creation of the desire for living. The teacher must take into consider- 
ation not only innate individual differences but differences brought about 
by the variety of causes, degree of disabilities, and onset of disease or acci- 
dent which caused the disability. 

The teaching job of the multiply handicapped such as the deaf-blind is a 
slow building process of many concepts of daily life and the world around 
the individual. These mental pictures must be introduced separately, re- 
peatedly, and correctly over a long period of time. Finally, it forms in the 
individual’s mind a mosaic describing the environment which he cannot see 
or hear. Special tried methods are utilized by the present-day instructor 
who continues to create new devices and techniques. Among the methods 
in use are: 

1. The manual method may be approached either by raised letters of the 
alphabet combined into words and traced by finger, or by certain finger 
positions designating particular letters of the alphabet which are so combined 
into words and spelled in the hand. In both of these approaches the pupil 
is able to feel the formulation of the letters. 


2. The oral method is the one most predominantly used. In this method 
the deaf-blind are taught to speak and understand speech vibrations CTa- 
doma Method). The child places his thumb on the teacher's lips and his 
fingers on the teacher's cheek. The pupil is given to feel with one hand a 
familiar object like a pencil or an apple. The other hand is on the teacher's 
face while she says the name of the object over and over again. With 
proper motivation the pupil learns to make the correct association between 
the name of the object and the vibration of the teacher's lips and cheek. 
Progress is very slow at first. As the child becomes more familiar with this 
method he learns to take other instructions such as words or phrases giving 
directions — walk, sit, run, dance. 


3. Speech training is encouraged as part of the total program of edu- 
cation and is almost always difficult because it not only requires the knowl- 
edge and technique of teaching language but also the creativeness and 
extreme patience of the teacher to apply known methods to each individual 


child. 

4. Many methods of communications are recommended by those who 
have worked with the deaf-blind. Speech by vibration, for instance, is not 
only that read by placing fingers on the lips and cheek but also by having 
the pupil feel the vibration on the top of the head, on another person's hand 
placed on top of the speaker's head, on the back of the head, at the end of a 
wooden tube, or on a window while the speaker talks at the other side of 
the pane. Braille, reading of print on hands, and the use of the manual 
alphabet are all important to teach the deaf-blind to insure maximum com- 
munication. 

Among other problems in adequate educational programming is the need 
g and parent adjustment. Children who are deaf-blind 
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must be taught early and in schools best equipped to do the job. They — 
require very special and personal teacher contact. They have to be taught 
early to concentrate in order to learn what they cannot hear and see. Agen- 
cies for the deaf-blind have separately undertaken the rehabilitation prob- 
lems of the largest number of deaf-blind, namely, adults forty to sixty and 
over. But, for the most part, workers so handicapped are presently being 
referred to agencies for the blind. 

At the Industrial Home for the Blind, Brooklyn, N. Y., a program which 
revolves around approximately 64 deaf-blind persons has revealed that the 
deaf-blind there can learn to do anything that the blind can do, including 
many manual operations. They are able to earn what the blind do and 
sometimes more; some salaries range between $25 to $55 a week. In addi- 
tion, selective placement outside the Home have been made with the help 
of other agencies.!9 

While there are no agencies, as such, to help only the multiply handi- 
capped, these individuals very often utilize existing agencies which are set 
up to serve those having specific handicaps. Attempts have been made, 
however, by professional groups to discuss the problems of the multiply 
handicapped. An example of the cooperative planning is illustrated by the 
National Study Committee on Education of Deaf-Blind Children, which 
was created in 1953 at a conference held at the Perkins Institution, Water- 
town, Mass. The various problems! for research which have been organized 
by this group are: 


1. The effect of deaf-blindness upon the personality structure 

2. The adaptation of psychological tests and measurements to make them 
applicable for use with the deaf-blind (or the development of new 
tests?) 

3. Counseling techniques, psychotherapy, and mental hygiene for the 
deaf-blind 


4. The social psychology of deaf-blindness 
5. Educational and instructional methods with the deaf-blind 
6. Sensory aids and travel orientation 


There have been, in addition, reports of definite cooperative activities in 
the field of multiply handicapped in various parts of the country. In Mis- 
souri, Kansas, Florida, and New Jersey specialists in cerebral palsy are work- 
ing with agencies of the blind. Schools for the blind have reported coopera- 
tive programs with agencies for crippled children in Massachusetts, Alabama, 
and South Carolina. In Kansas City, the cerebral palsy center is experi- 
menting in the field of multiple handicaps, including that of cerebral palsy 
and blindness, and plans are under way to obtain grants for extending this 
research. In various states and Canada, many cooperative efforts are being 
attempted to bring greater services to the multiply handicapped. A report 
from Oregon referred to multiple handicaps in connection with retrolental 
fibroplasia among kindergarten and first-grade children. “Not only does 
this group have less useful vision than was the case in former years but there 
is a much higher percentage of non-stimulated children and children with 
multiple handicaps."? Recent suggestions made in England’? for the 
training of epileptics and patients with cerebral palsy might be pondered 
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where blind Americans with overlapping handicaps are concerned. The 
Ministry of Health Advisory Council for the Welfare of Handicapped 
Persons had received reports from their committee on the development of 
welfare services for handicapped persons. Recommendations included ade- 
quate welfare services for the fully developed case, the assurance of treat- 
ment following diagnosis, careful testing of the intelligence, training for an 
industrial occupation, and admission to residential units. Encouraging 
results obtained at Queen Mary's Hospital were cited; there "intelligent 
palsied children" had been trained in normal movement from a very early 
age. 
Another example of a splendid cooperative effort on part of public and 
private agencies is the sponsoring of research in a specialized training pro- 
gram for mentally retarded young adults. In 1955 The Association for the 
Help of Retarded Children, Inc., requested and was granted $48,700 
(slightly more than half the projected cost) by the Office of Vocational Re- 
habilitation of the U. S. Department of Health, Education, and Welfare for 
research in “Specialized Rehabilitation Training for Mentally Retarded 
Young Adults”. The grant was made possible by the amendment to the 
National Vocational Rehabilitation Act passed by Congress in 1954. The 
major aim of the project is the development. of the personal, social, and 
vocational competency of mentally retarded adults for employment in in- 
dustry and sheltered workshops. lt will also "explore and develop moré 
effective methods for the reclamation of the mentally retarded heretofore 
deemed unrehabilitable."!* 

The task of educating the multiply handicapped is still a very lonely one. 
Most of the effort currently expended is by concerned parents, sympathetic 
physicians, and zealous teachers. The public does not yet know that “the 
only uneducable child is the child for whom no education is provided.”° 
Employers are still timid about employing the severely handicapped simply 
because they have not been made aware of the work potential of such in- 
dividuals. 

Laboratories are still working on possible cures for crippling diseases 
through drugs and surgery. Methods of diagnosis and treatment of the child 
with psychosomatic affections are still in the experimental stages. The in- 
vestigation!* of the established principle that brain damage in its early stages 
affects the individual’s personality in relation to the social ramifications due 
to the culture at large is still to be interpreted to the professional team. 

The field of intelligence testing of the multiply handicapped is still in its 
infancy. “There is no reason why nervous injuries should not produce 
mental defects. Who is going to decide where the cutting point is between 
usefulness of training and non-usefulness of training . .." There is an 
urgent need for sufficient and more complete records to be kept systemati- 
cally by teachers, parents, physicians, nurses, and therapists to guide the 
team more directly toward a maximum rehabilitation program. Among the 
questions that need to be fully answered before programs of education and 


treatment are set up are: 


1. When did the injury or injuries occur? 
2. How extensive is each handicap? 
3. Which sections, what functioning abilities have been cut off? 
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must be taught early and in schools best equipped to do the job. They 
require very special and personal teacher contact. They have to be taught 
early to concentrate in order to learn what they cannot hear and sce. Agen- 
cies for the deaf-blind have separately undertaken the rehabilitation prob- 
lems of the largest number of deaf-blind, namely, adults forty to sixty and 
over. But, for the most part, workers so handicapped are presently being 
referred to agencies for the blind. 

At the Industrial Home for the Blind, Brooklyn, N. Y., a program which 
revolves around approximately 64 deaf-blind persons has revealed that the 
deaf-blind there can learn to do anything that the blind can do, including 
many manual operations. They are able to earn what the blind do and 
sometimes more; some salaries range between $25 to $55 a week. In addi- 
tion, selective placement outside the Home have been made with the help 
of other agencies.1° 

While there are no agencies, as such, to help only the multiply handi- 
capped, these individuals very often utilize existing agencies which are set 
up to serve those having specific handicaps. Attempts have been made, 
however, by professional groups to discuss the problems of the multiply 
handicapped. An example of the cooperative planning is illustrated by the 
National Study Committee on Education of Deaf-Blind Children, which 
was created in 1953 at a conference held at the Perkins Institution, Water- 
town, Mass. The various problems" for research which have been organized 
by this group are: 


1. The effect of deaf-blindness upon the personality structure 

2. The adaptation of psychological tests and measurements to make them 
applicable for use with the deaf-blind Cor the development of new 
tests?) 

_ 3. Counseling techniques, psychotherapy, and mental hygiene for the 

deaf-blind 

4. The social psychology of deaf-blindness 

5. Educational and instructional methods with the deaf-blind 

6. Sensory aids and travel orientation 


There have been, in addition, reports of definite cooperative activities in 
the field of multiply handicapped in various parts of the country. In Mis- 
souri, Kansas, Florida, and New Jersey specialists in cerebral palsy are work- 
ing with agencies of the blind. Schools for the blind have reported coopera- 
tive programs with agencies for crippled children in Massachusetts, Alabama, 
and South Carolina. In Kansas City, the cerebral palsy center is experi- 
menting in the field of multiple handicaps, including that of cerebral palsy 
and blindness, and plans are under way to obtain grants for extending this 
research. In various states and Canada, many cooperative efforts are being 
attempted to bring greater services to the multiply handicapped. A report 
from Oregon referred to multiple handicaps in connection with retrolental 
fibroplasia among kindergarten and first-grade children. “Not only does 
this group have less useful vision than was the case in former years but there 
isa much higher percentage of non-stimulated children and children with 
multiple handicaps.”!2_ Recent Suggestions made in England! for the 
training of epileptics and patients with cerebral palsy might be pondered 
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where blind Americans with overlapping handicaps are concerned. The 
Ministry of Health Advisory Council for the Welfare of Handicapped 
Persons had received reports from their committee on the development of 
welfare services for handicapped persons. Recommendations included ade- 
quate welfare services for the fully developed case, the assurance of treat- 
ment following diagnosis, careful testing of the intelligence, training for an 
industrial occupation, and admission to residential units. Encouraging 
results obtained at Queen Mary's Hospital were cited; there “intelligent 
palsied children" had been trained in normal movement from a very early 
age. 
Another example of a splendid cooperative effort on part of public and 
private agencies is the sponsoring of research in a specialized training pro- 
gram for mentally retarded young adults. In 1955 The Association for the 
Help of Retarded Children, Inc., requested and was granted $48,700 
(slightly more than half the projected cost) by the Office of Vocational Re- 
habilitation of the U. S. Department of Health, Education, and Welfare for 
research in “Specialized Rehabilitation Training for Mentally Retarded 
Young Adults”. The grant was made possible by the amendment to the 
National Vocational Rehabilitation Act passed by Congress in 1954. The 
major aim of the project is the development. of the personal, social, and 
vocational competency of mentally retarded adults for employment in in- 
dustry and sheltered workshops. It will also “explore and develop moré 
effective methods for the reclamation of the mentally retarded heretofore 
deemed unrehabilitable."!* 

The task of educating the multiply handicapped is still a very lonely one. 
Most of the effort currently expended is by concerned parents, sympathetic 
physicians, and zealous teachers. The public does not yet know that “the 
only uneducable child is the child for whom no education is provided."!* 
Employers are still timid about employing the severely handicapped simply 
because they have not been made aware of the work potential of such in- 
dividuals. 

Laboratories are still working on possible cures for crippling diseases 
through drugs and surgery. Methods of diagnosis and treatment of the child 
with psychosomatic affections are still in the experimental stages. The in- 
vestigation? of the established principle that brain damage in its early stages 
affects the individual’s personality in relation to the social ramifications due 
to the culture at large is still to be interpreted to the professional team. 

The field of intelligence testing of the multiply handicapped is still in its 
infancy. “There is no reason why nervous injuries should not produce 
mental defects. Who is going to decide where the cutting point is between 
usefulness of training and non-usefulness of training . . .”** There is an 
urgent need for sufficient and more complete records to be kept systemati- 
cally by teachers, parents, physicians, nurses, and therapists to guide the 
team more directly toward a maximum rehabilitation program. Among the 
questions that need to be fully answered before programs of education and 
treatment are set up are: 

1. When did the injury or injuries occur? 


2. How extensive is each handicap? 
3. Which sections, what functioning abilities have been cut off? 
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4. What kind of a child has suffered these injuries? 


Principles of education and curricula need to be individually designed 
to include vital areas: 


1, Communication, including auditory-linguistic skills and other means 
of expression 
2. Self care by cooperative and consistent effort between school, clinic, 
and home 
Concept formulation by a planned program of experiences 
Developing readiness for problem-solving ability for more structured 
learning and for the use of educational materials 
5. Training for lesiure-time activities, for part- or full-time jobs through 
motor development, and the discovery of special interests and 
abilities 
Wherever multiply handicapped children are being taught, and will be 
trained in the future, the teacher will be in the most advantageous position 
to assist in the development and maximum education of severely handi- 
capped children. In order to assume such responsibility, the teacher has to 
be well trained in several fields of exceptionality and have had successful 
experience with normal children. In addition, she needs to have: 


ew 


1, A sense of humor to overcome the many frustrations. 
2. A feeling of friendliness to be able to work well with others under any 
circumstance. 
3. Sensitivity to know the innermost needs of those who cannot express 
themselves. 
4. Courage to experiment with new methods. 
5. Strength to hold on to her convictions in face of controversy. 
6. Energy to work endlessly for and with her few charges. 
7. Patience to wait years for minimum results. 
8. Feeling for art to see beauty where perhaps others have not yet seen it. 
9. Hope to believe that others in allied fields may contribute answers to 
what seem to be unsolvable puzzles, 
10. Charity to know the inspiration that comes from working for others. 
11. Love to attempt difficult tasks. 
12. Faith to realize that there is a plan and purpose in teaching even the 
least of them. 
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Tom and Ada Jones were cosily settled in their new apartment. They were 
just married and were having the greatest joy in setting up housekeeping. 
Their joy was unusually deep and meaningful because of the years of desper- 
ate anxiety through which they had come. Tom and Ada were recently dis- 
charged as symptom-free from Carville (U. S. Public Health Service Hospital), 
where Tom for 12 years and Ada for 8 years had battled against Hansen's 
Disease. While in the hospital, Tom had acquired training that made it 
possible for him to secure a satisfactory job, and they were looking forward to 
a happy normal life. They were sitting at breakfast when there came a rap 
at the door. Without waiting the landlady rushed in, closed the door behind 
her and in a loud, excited stage whisper said: "You must get out! You must 
get out at once! Why didn't you tell me you were from Carville? If people 
should learn that I had let a couple of lepers in here, I would never be able 
to rent another apartment. Get out! Get out today!" So their dream was 
shattered. Sadly Tom phoned his boss and took the day off. While Ada 
packed their things, Tom went to look for another apartment. Later in the 
day he pulled up in front of the house with a rented trailer and they took 
their things and left. They set up housekeeping again in another part of 
town and Tom went back to his work. But now their joy is mingled with 
fear, — fear that again folks will discover that they are from Carville. 

Why should these young people be dogged by this terrible hysteria? They 
have won their battle with the disease. Why should they not have their little 
place in society? 

This hysteria that dogs their footsteps has roots that go back even into 
ancient history. 


Hisrory AnD DEFINITION 


Leprosy is as old as history. A disease resembling it is mentioned in an early 
Egyptian papyrus dated about 4600 B.C. In India, writings of about 1400 
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B.C. refer to it under the name of ‘kushta’. In Japan it was first recorded about 
1250 B.C., and in China about 800 B.C. 

In the Old Testament the Hebrew word ‘zarath’ or ‘tsaraath’ is translated 
in the English Bible as ‘leprosy’. In its original sense this word means ‘cere- 
monially unclean'. To this was added the idea of being stricken of God and 
so accursed. Among those to whom "leprosy' was attributed there were cases 
of Hansen's Disease, but the word also was applied to sufferers from other 
skin diseases, such as scabies, eczema, and the like. In Biblical time those 
stricken with leprosy: were compelled to live apart and to cry “unclean, 
unclean" whenever a healthy person approached. 

Leprosy may have been first brought into Europe by the legions of Pompey 
as they returned from Egypt in the first century. It spread fairly rapidly and 
for fifteen hundred years brought tragic sorrow to multitudes of people 
throughout Europe. During the Middle Ages in France and Flanders the 
discovery of the disease was followed by a ceremony which differed little 
from the burial service. The individual's head was sprinkled with earth to 
signify his separation from the living. He was then supplied with a special 
garment and with a clapper to warn the healthy of his approach, and was 
forced to live outside the community. 

The disease reached its height in northern and western Europe at about 
the end of the 13th century, after which it declined rapidly. In the ]9th 
century Norway was the only northern European country in which Hansen's 
Disease was a serious problem, unless one includes Iceland where a large per- 
centage.of the population became infected. However, the disease has since 
declined rapidly in both of these countries, and at the present time only few 
cases remain. However, it is estimated that throughout the world today 
nearly 10,000,000 people are still suffering from this disease. It is true that 
perhaps 9066 of the cases are in Africa and Asia but at the same time it must 
be remembered that practically every country in the world has at least some 
cases. 

Hansen's Disease is a mildly contagious disease caused by a bacillus known 
as the myobacterium leprae. It enters the body through the skin and then 
finds its way to the network of nerves under the epidermis. The organism has 
a predilection for nerve tissue, and therefore all types of leprosy are essentially 
of neural origin. Whenever a peripheral nerve degenerates or is destroyed, 
gradual wasting of the parts supplied by that nerve ensues. The loss of the 
sense of feeling is a common symptom. Certain muscles of hands and feet 
undergo weakening and wasting, and opposing muscles contract, which lead 
to mutilation of the fingers and toes. There may be some degree of paralysis 
of the face, especially of the lower eyelids. Often the nose flattens and spreads. 
Unchecked, the disease may cause further deformities. Open ulcers may 
occur that make advanced cases pitiable to look upon. 


TREATMENT AND CARE 


Over the centuries only the love of Christ induced an expression of sym- 
pathy for leprosy victims. When the poor beggar cried out to Jesus, “If thou 
wilt, thou canst make me clean,” He touched him saying, “I will, be thou 
clean.” In the same spirit, St. Francis of Assisi brought comfort and sympathy 
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to them. Many Christian workers have devoted their lives to the care of these 
victims. During the last hundred years, Christian missions have taken a lead- 
ing part in providing care for leprosy patients, treating them as best they 
could. Aside from sympathetic care and general medical treatment, little 
could be done. Chaulmoogra oil was used rather generally, although it gave 
only some relief and was no cure at all. Strangely enough, those ill with 
Hansen's Disease never die from it. For this reason it is spoken of as the 
‘living death’. The disease enervates the victim, however, and makes him 
liable to other diseases. 

Only very recently has there been developed what popularly might be 
called a ‘cure’ for Hansen’s Disease. During the last nine years the sulphone 
drugs have come into use with marvelous results. When these are given in 
the early stages, all outward evidences of the disease soon disappears. The 
drugs do not work rapidly, and in more advanced cases treatment is necessary 
for a period of years. However, at the present time increasing numbers of 
cases are being discharged from hospitals and leprosaria, apparently quite 
free of symptoms. Leprologists are not willing to say as yet that a cure has 
been found because in the research laboratories they have neither been able 
to infect laboratory animals with the disease for experimental purposes nor 
have they been able to prove that the drug destroys the bacillus. It is true, 
however, that these sulphone drugs so check the multiplication of the bacillus 
in the patient that after their use for a period of time even a high-power 
microscope will not pick up evidence of the bacilli in the blood or in skin 
scraping. It is at this point that the patients can be discharged as symptom 
free. "There are cases of relapse, but in a large percentage the patients may 
carry on without the fear of the return of the symptoms. Thus, for the first 
time in history leprosy patients have a real hope of cure. When the sulphone 
drugs are given in time, patients can be saved from the terrible disfigurement 
that heretofore was inevitable. Even for those on whom the disease has left 
its mark, there is new hope. 


REHABILITATION 


This hope comes through the application of orthopedic surgery. The dis- 
covery has been made that muscles and tendons can be transplanted, and the 
use of fingers and hands restored to those who have lost their use through 
the ravages of the disease. Since World War II the marvelous development 
of prosthetic aids has opened the way to provide for advanced cases of leprosy 
new hands and new feet where amputation has become necessary. This 
really has opened the door into a renewed life in society to many who had 
come to feel hopeless. Where facial deformities have occurred, plastic 
surgery can remove the disfigurements and give the person a normal appear- 
ance again. With this development of surgery and prosthetic aids there has 
ensued the need for vocational training that will provide means of self-support 
within the abilities of the restored patient, 

The education of leprosy patients, both children and adults, presents 
only the usual problems, except for the vocational training. Many people 
suffering from Hansen’s Disease lose the sense of touch, and must be taught 


to use the sense of sight in its place. 
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In even advanced cases of Hansen's Disease, in which the disease has been 
halted and the person has had the use of hands restored by orthopedic surgery, 
unless care is taken the restored but unfeeling hands can be dreadfully in- 
jured again through burns, bruises, or cuts. So the protection of the hands 
as well as their training for productive use is the object of the vocational 
program. Restored hands, and feet too, seem to be more tender than normal, 
and ex-patients can not endure the heavy abrasive results of heavy manual 
labor required in farming and much unskilled labor. They must be taught 
the work they can do successfully. 

As a patient becomes symptom-free and is trained to be self-supporting 
through vocational training, he naturally looks forward to the day when he 
will step out from the place of isolation and re-enter normal life in the 
community. At the same time, most ex-patients dread this return step. It is 
the one thing that they really long for, yet they have become hypersensitive 
to the attitudes of people. They shrink from being hurt. So the ex-patient 
must be psychologically prepared to meet people and to live among them 
again, — to endure thoughtless and cruel remarks without flinching by 
having gained an understanding of people and why the remarks are made. 
This lesson is a very personal one and difficult to learn. It is at this point that 
the chaplain and Christian friends can be of most help. 

In preparation for the ex-patient’s re-entry into the community again, it is 
not the patient only who needs training; the community also must be prepared 
to receive the individual and make him feel that he is a part of it. To 
accomplish this, the age-old prejudices must be restudied. The facts about 
Hansen’s Disease must become well known. The wonders that medical 
science is working on behalf of those afflicted with this disease must be 
appreciated. It should be known that practically the only limitation of these 
ex-patients is impairment of the sense of touch. The utter unlikelihood of 
their being carriers or infective persons should be made very plain. An atti- 
tude that would be normal toward one recovering from any major disease 
should be attained in regard to those who have suffered from Hansen's 
Disease. This is all a matter of public health education and instruction of the 
public that could well be carried on through TV, radio, newspaper articles, 
and feature articles in magazines. As a rule, informed ministers mould opinion 
in their communities and amongst the people of their congregations; therefore, 
information regarding Hansen's Disease and the resulting social and spiritual 
problems should be given to all theological students. And, of course, all 
doctors should be given fundamental information in connection with their 
medical training. In order to ensure right attitudes in future generations, a 
lesson or two could well be included in the hygiene courses in schools. It is 
ignorance that breeds prejudice. Full information would banish any shadows 
of doubt that might hinder the naturalness of life for those who have suffered 
much but can now be returned to the community. 

Even though we are given an enlightened public, even then, we reiterate, 
ex-patients must be reoriented to face return to community life. Patients who 
have been cast aside by the disease to utter degradation, and hopelessness (in 
so many cases) must experience the restoration of self-respect, confidence and 
hope. The stay of the disease itself cannot achieve this. There must be some 
more vital factor. The building up of faith in God and renewed faith in 
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fellowmien is essential. So it is that Christian Missions are taking a leading 
part in this field, and chaplains play a vital part in the rehabilitation of leprosy 
patients throughout the world, and so a vital part in leprosy control. 


Hansen’s Disease CONTROL 


The eradication of Hansen’s Disease from the face of the earth is a goal 
worthy of acceptance by all. It is not impossible. Even if considered impos- 
sible by some people, that merely means it will take a bit longer to reach it. 

Children could be the key to Hansen’s Disease control. Leprologists 
CCochrane and Muir among others) all agree that Hansen’s Disease would 
automatically disappear in 30 or 40 years if, throughout the world, uninfected 
children could be separated from infected parents or other relatives. Children 
are by far more susceptible to the disease than are adults. In fact, it is thought 
that infection is rather seldom acquired in adulthood. In most cases the germ 
enters the body of the child and may give no evidence of its presence for 
many years. If infection in children is discovered in time, it can be treated 
with most satisfactory results. Concentration on the protection of the chil- 
dren would contribute largely to the curbing of this scourge. 

The Report of World Conference on Leprosy, Cairo, Egypt, March 1938 
stated that "any scheme for the control of Hansen's Disease will de. ^nd for 
its success on an educated public opinion." 

An enlightened public will know the facts about Hansen's Disease and 
will maintain a normal attitude toward those who become ill. The disease will 
be feared and precautions taken against infection in just the way that other 
diseases are feared and precautions taken, no more, no less. Patients who have 
been restored to health will not be stigmatized, but will resume normal activi- 
ties just as would one who has had an appendectomy, for example. The dis- 
pelling of prejudice and hysteria by shedding upon them the light of incon- 
trovertible facts is a 'must' in the eradication program. The substitution of 
the words ‘Hansen’s Disease’ for the word ‘leprosy’ in all references to this 
illness would in itself effect a tremendous change in public attitude. 

The development of public opinion is a long, hard job which will consume 
much in the way of manpower and money if carried through to success. 
The separation of children from sources of infection would mean abnormal 
expense for the care of those children. The eradication of leprosy cannot be 
accomplished without funds. In time, governments can be expected to cover 
the expense of treatment, and ultimately perhaps the expense of public 
health education, but the care of well children and the rehabilitation of ex- 
patients, as well as the spiritual care of all patients, will have to be provided 
with private funds. It is possible to rid the world of this age-old source of 
human misery. 

We now come to the question of whether or not we really want to do it. 
In 1874 Doctor Gerhard Armauer Hansen, a Norwegian scientist, isolated the 
germ. 1974 would be a very meaningful time to celebrate the attainment of a 
worldwide control over leprosy. In the United States there is great need for 
an enlightened public opinion. Our public health authorities could make 
even greater progress in the control of the disease if it were not for an irra- 
tional, highly prejudicial public attitude that still forces people to hide their 
symptoms as long as possible, thus endangering those near and dear to them. 
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DISTRIBUTION or Leprosy IN THE UNITED STATES 
BASED on ÅDMISSIONS, BY STATES, TO THE NATIONAL LEPROsARIUM 


Alabama - 4 
Arizona - 9 
Arkansas - 6 
California - 294 
Colorado - 13 
Connecticut - 1 
Delaware - 1 


District of Columbia - 8 


Florida - 102 
Georgia - 10 
Idaho - 0 
Illinois - 36 
Indiana - 6 
Iowa- 0 
Kansas - 6 
Kentucky - 4 
Louisiana - 326 
Maine - 0 
Maryland - 8 
Massachusetts - 20 
Michigan - 13 
Minnesota - 9 
Mississippi - 12 
Missouri - 11 
Montana - 2 


1921-1953 


Nebraska - 2 
Nevada - 0 

New Hampshire - 0 
New Jersey - 7 
New Mexico - 2 
New York - 158 
North Carolina - 2 
North Dakota - 0 
Ohio - 12 
Oklahoma - 3 
Oregon - 5 
Pennsylvania - 11 
Rhode Island - 1 
South Carolina - 4 
South Dakota - 2 
Tennessee - 2 
Texas - 324 

Utah - 0 

Vermont - 0 
Virginia - 9 
Washington - 11 
West Virginia - 1 
Wisconsin - 4 
Wyoming - 1 
States of Residence Unknown - 4 


Total - 1,465 


So there is work still to be done here in the U.S.A. in regard to Hansen’s 
Disease. Moreover, as long as neighboring countries are endemic, our hearts 
may not rest. These days, when we are only twenty-four hours away by air 
from almost any country, all people are our neighbors in a very real sense. 
When millions of these neighbors suffer from leprosy, we are bound to be 
concerned. Worldwide eradication of the disease is the only solution that will 
satisfy. "Where there is a will, there is a way." 
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WORLD DISTRIBUTION OF CASES OF LEPROSY* 


Known 


30,000 


1,967 
259 
387 


-.. 70,000 


2,048 

887 
r 12. 
Guadeloupe .... 1,000 
Guatemala ....... ? 
Haiti .... 


Bechuanaland .... 
Belgian 


TEN : 
Bolivia .. 


*By courtesy of the American Geographical Society 


1:131. 


267.5. 


Estimated 


50,000 
1,850 
? 


? 
? 


200,000 
700 
8,000 
3,000 

? 


1,600 

200 
1,500 
? 


200 
? 


I. 1,700,000 


2,000 


Nyasaland ........ 30,000 
Okinawa ... E ? 
Panama-C. Z. .... ? 
Paraguay .. 9,000 
Peru $ 3,000 
Philippines . 18,500 
Portugal " 3, 
Port. Guinea .... ? 
Puerto Rico. .... ? 
Réunion I. ........ ? 
Rhodesia, N. .... 20,000 
Rhodesia, S. .... 7,000 
Ruanda- 

Urundi 600 
Rumania . ? 
Ryukyu Is. . ? 

St. Cro . ? 
St. Lucia . ? 
St. Thomas ? 
St. Vincent ? 
Samoa .. ? 
Sarawak . ? 
Seychelles ? 
Sierre Leone ? 
Singapore ? 
Spain ........ 8,000 
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'The world will "beat a path" to any place where outstanding service is 
being rendered, and so princes, high officials, doctors, nurses, missionaries, 
and people from many walks of life from all over the world make their 
way to Carville, a small village on the banks of the Mississippi River, not far 
from Baton Rouge, Louisiana. Here is located the only hospital in continental 
United States for the care and treatment of Hansen’s disease (leprosy). 

Just how or when this disease was first brought to the new world is not 
known. The first "lazaretto" was established in 1776 by Ulloa, the first 
Spanish governor of New Orleans. This was destroyed by a hurricane and 
another established but little interest was taken and it fell into decay and 
disrepute. During a period of seventy or eighty years practically no attention 
was given to the care of the disease. The resulting increase in its incidence 
created in 1878 a demand for the establishment of a hospital for its care. 
The Louisiana State Legislature voted funds for the purpose and directed that 
the institution be erected near New Orleans. The site finally chosen, after 
considerable delay, was not near the city but about seventy-five miles up the 
Mississippi River in the Parish of Iberville. 

Here was a deserted estate known as the Indian Camp Plantation of about 
359 acres with an old dilapidated mansion and seven slave cabins on it. This 
was purchased and the first group of patients arrived in a coal barge, towed 
up the river by a tug, on November 30, 1894. Only the most primitive and 
basic care was provided for them and it was not until the arrival of four 
sisters of the order of Saint Vincent de Paul on April 26, 1896, that proper 
medical care was begun. 

‘The hospital was gradually enlarged under state control and began receiving 
patients from other states. In 1917 the evident need for a federal institution 
led Senator Ransdell of Louisiana to introduce a bill into Congress to establish 
one. Delays followed and it was not until February 1921 that the old state 


*Reprinted with special permission of Rev. Elder and of American Leprosy Missions. 


CARVILLE 


location had been bought and Dr. O. E. Denney, of the United States Public 
Health Service, took charge of the new federal hospital. The cost to the 
government was $125,000. Mr. William Danner, the General Secretary of 
the organization now called American Leprosy Missions, was responsible, 
perhaps more than any other person both for getting the bill passed and the 
purchase made. 

"Today each patient is assigned a private room in one of the sixteen fire-proof 
steel and concrete buildings and every modern facility for his care is provided 
in the infirmary. A resident staff of five doctors, a dentist, and twenty-three 
nurses assisted by patient orderlies make up the medical staff. In addition 
to these, specialists from New Orleans make regular visits to supplement the 
work of the local staff. The chaplain is often asked if this is a Roman Catho- 
lic institution since the nurses are Catholic sisters. The answer is no. In 
recognition of their long years of faithful service when the hospital was 
under state control the sisters were retained by the federal government but 
receive the same compensation as all Public Health nurses of equal rating. 
Two regular Public Health nurses are rotated every four months for the 
purpose of training in the care of this disease. 

The number of cases of Hansen's disease in this country is unknown. Esti- 
mates of from 1500 to 3000 have been made. Whatever the actual number, 
about 330 are now under treatment at Carville. The records of the hospital 
show that between 1894 and July 1, 1954, 2460 patients had been admitted to 
the institution. Of this number 658 have died in the hospital; 487 have be- 
come arrested cases, and 50 others discharged as non-infectious. Some have 
been impatient with the prolonged treatment and left without medical per- 
mission, a few have been transferred to other institutions or placed under local 
care, and 70 non-U. S. citizens have been deported. At the end of the year 
1953 there were 167 white Americans; 97 Mexicans; 18 Filipinos; 23 Mon- 
golians; 37 Negroes and one East Indian, resident in the institution. These 
people come from all classes of society and many professions. There are over 
twice as many men as women. Three-fourths of the patient group come from 
the four states, Texas, Louisiana, Florida and California; the rest from 38 
other states. Two-thirds of them are Roman Catholics. Among the others 
most are Protestants but there is a small group belonging to the Eastern 
Orthodox Church, one is Jewish, a few are Buddhists. and some profess no 
religious faith. They range in age from 14 to 94 years. 

As a result of treatment with the sulfone drugs, first used and tested at 
Carville, about fifteen percent of the patients are dismissed yearly as arrested 
cases, and the number that reactivate is smaller than ever before. Remedial 
surgery is restoring usefulness to hands and feet. Trained physio-therapists 
give treatments that help keep nerves and muscles from becoming withered. 
Skilled occupational therapists guide in work that will restore suppleness 
and skill to stiffened hands. A sympathetic medical social worker is ready to 
help in the many problems that face the patient in residence and the patient 
about to be discharged. A school, certified by the Louisiana State Board of 
Education, and staffed by competent teachers, is provided for the few patients 
of school age as well as adults who wish to study. 

Two chapels provide religious life and activity. The Public Health Service 
makes no official provision for a religious ministry in its hospitals and so both 
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the chapels and the chaplains at Carville are a gift of the churches to the 
institution. American Leprosy Missions, Inc. maintains the Protestant work. 
The chaplains carry on a full program of religious work together with the 
hospital visitation. The Protestant chaplain has Bible study classes as well 
as the regular Sunday worship services. There has been a growing interest 
in spiritual things and increasing attendance. This interest has also been 
shown in the offerings voluntarily given by the patients, all of which are sent 
to American Leprosy Missions to help in the foreign work. The patients 
always appreciate visits from the chaplain and talk over problems that con- 
stantly arise in their lives. A fine spirit of fellowship and cooperation make 
the religious ministry both enjoyable and constructive. 

The people of the United States have provided generously for the care of 
those suffering from Hansen's disease. But an objective still far from being 
reached is intelligent public understanding of the nature of the disease and 
the removal of its stigma. The patients at Carville share with one another 
and the rest of mankind the desire to be wanted, not rejected; to be allowed 
opportunity in spite of their disease, not denied opportunity because of it. 
The fear of being feared is deeper and more poignant than the physical 
suffering of the disease itself. Hansen's disease is perhaps the least communi- 
cable of all diseases. While common in many parts of the world, it has not 
within modern times been known to reach epidemic proportions. It is not a 
sign of Divine displeasure, nor is it "unclean" in either a physical or moral 
sense. An arrested case can, without danger, take a normal place in society. 
The acceptance of these few truths by people generally would relieve many a 
discharged patient of utterly needless mental pain. 

As Christians let us apply the Golden Rule in our attitude towards Hansen’s 
disease. This is your greatest contribution to H.D. patients in this country. 


P 
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The muscular dystrophies are primary chronic degenerative diseases of the 
muscular system characterized by progressive symmetrical muscular weak- 
ness. The innervation of the affected muscles is sound. Muscular dys- 
trophy was first described by Aran in 1850. 


CLASSIFICATION oF THE Muscuran Dystropuy 
There are four clinical types of muscular dystrophy: 


1. Pseudo-hypertrophic Muscular Dystrophy of Duchenne. This is the 
most common type. It develops in the first few years of life, is most com- 
monly recognized between the ages of 3 and 7 years, and is largely con- 
fined to the male. It is characterized by pseudo-hypertrophy of muscles, 
particularly those of the calves of the legs, and by symmetrical progressive 
weakness which usually renders the patient unable to ambulate by the time 


he is in his teens. This type is progressive and is seldom compatible with 
survival to adult life. 


2. Facioscapulohumeral Type of Landouzy and Dejerine. This is the 
second most frequent type. It is characterized by early involyement and 
Progressive loss of power in the muscles of the face, shoulder, girdle, and 
upper arms. The patient has difficulty in closing his eyes, loses the ability 
to wrinkle his forehead, and has weakness of the muscles around the lips. 
Later on in the disease, the weakness may spread to involve the muscles of 
the trunk and lower extremities. This form usually occurs at a later age 
than does the pseudo-hypertrophic type, although it may occur in early child- 
hood. This type affects both males and females in approximately equal 
numbers. Only a small proportion of affected persons are incapacitated be- 
fore they are old. This group includes Erbs ‘juvenile dystrophy’. 


3. Progressive Dystrophic Ophthalmoplegia. This is a rare type. It is a 
very slowly progressive disease involving primarily, and usually limited to, 


THE MUSCULAR DYSTROPHIES 


the levator muscles of the eyelids and the external ocular muscles, resulting 
in ptosis and ophthalmoplegia, with familial incidence in approximately half 
of the patients. This type can begin at any age, but most cases develop 
before the fourth decade of life. It affects both males and females. 


4. Dystrophia Myotonica (Myotonic Dystrophy). This is a rare type. 
It is a steadily progressive, familial disease with weakness of the muscles of 
the face, the levator muscles of the eyelids, the muscles of the extremities, 
and involvement of non muscular tissues such as cataracts, testicular atrophy, 
and disorders of the endocrine glands. It occurs in older patients, and the 
muscular wasting, while it can begin at any age, is most commonly not 
noticed until the third decade. It affects both males and females. 


INCIDENCE AND PREVALENCE 


The incidence and prevalence of muscular dystrophy are unknown. It 
has been estimated that there are approximately 200,000 persons with the 
disease in the United States. 

Data from the register of handicapped children in New York City main- 
tained by the Bureau for Handicapped Children of the New York City 
Department of Health are reproduced in the accompanying table. 

These data indicate that approximately 20 children and youth under the 
age of 21 years are reported annually to the New York City register in a 
community of 8,000,000 population; the degree of completeness of this 
community mechanism of voluntary reporting is unknown. In the muscu- 
lar dystrophied patients reported to the New York City register, the age 
group with the highest number'is 5 through 9 years. Patients with mus- 
cular dystrophy comprise slightly less than 1% of all patients with orthopedic 
or neuromuscular conditions reported to the New York City register. 

Data indicate that the onset of muscular dystrophy of all types may occur 
in the preschool and school age periods of life. In a study of forty patients 
by Shank and others!, 62% of the patients had their onset prior to the age 
of 11 years. In another study of forty-four patients at the Goldwater Me- 
morial Hospital in New York City by Weisenfeld and Messinger?, ‘55% 
of the patients had their onset prior to the age of 1l years; in this study, 
2096 had the onset of their dystrophy by their fifth birthday. 


CausE 


The exact cause of muscular dystrophy is unknown. Much research to 
determine the cause is being carried on at the present time by workers 
throughout the United States. Heredity is a definite factor. The hereditary 
patterns indicate that both the severity of the disease and the distribution of 
the affected muscles in the individual patient are primarily determined by 
differences in the linkage of a faulty gene. Little is known of the way in 
which a genetic disturbance can produce atrophy and degeneration of 
muscle fibers at a certain period of life. One hypothesis is that through an 
inborn metabolic fault certain skeletal muscles, particularly those which 
develop first during fetal life, cannot be sustained in a state of health for 
some reason as yet unknown. 
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TABLE I 


Patents Wir Muscuran Dysrropxy REPonrED To Tue Recisrer In New York Crry 


Year Total Number of Total Number of 
Orthopedic & Muscular Dys- 


14 Yrs. 


Neuro-Muscular trophy Patients 

Patients Reported Under 

Reported 1 Yrs. 
1953 2930 21 1 
1952 2745 28 l 
1951 2542 18 1 
1950 2426 21 
1949 2488 22 2 
1948 2342 25 1 2 
1947 7 d 
1946 * * 
1945 2297 17 1 2 
1944 1997 11 
1943 996 14 1 
1942 1746 16 1 


*Data not available 


Age Breakdown 
5-9 Yrs — 10-14 Yrs. 

12 5 

13 9 

12 4 

13 6 

11 4 

18 4 

8 

4 
6 


Age 
15-19 Yrs. 20 Yrs. Unknown 
1 2 
2 1 2 
1 
1 1 
1 1 3 
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While isolated cases of muscular dystrophy are encountered, muscular 
dystrophy is a family disease. The pseudohypertrophic type is usually in- 
herited as a sex-linked disease. In other words, it appears in the male, but 
is transmitted through the female. It is thought to be inherited as a mende- 
lian recessive. The facioscapulohumeral type is usually inherited as a 
simple dominant, whereas Erbs juvenile dystrophy is thought to be inherited 
as a simple recessive. The ophthalmoplegia type has been reported both 
as a simple dominant type and as a simple recessive type. Myotonic dys- 
trophy is also strongly familial. The inheritance tends to be dominant with 
direct-transmission from parent to child, but the dominance may be variable, 
for in some cases both parents are normal. 

For a fuller discussion of the role of heredity the reader is referred to the 
summary by Bell?. She concluded that the same main gene can produce 
any of the clinical types, but it is usual although not invariable for the same 
clinical type to be repeated in the same family. 


Tue Crinicat Picrure or Muscurar Dysrgopruv 


There may be great variability in the clinical picture. Certain forms of 
the classic types are recognized, but there are many patients who do not 
readily fit into a standard classification. A common feature of all types is 
the progressive symmetrical weakness leading to functional impairment after 
a variable interval of relatively slow progression over a period of years. 
Most types appear in childhood. Ordinarily, the younger the age at which 
the disease appears, the more rapid is its progress. 


The Pseudohypertrophic Type. From the start it may be noted that the 
child has not been as active as other children. -Often there is a delay in the 
age at which the child starts to walk. The usual complaint is that the child 
falls easily, has trouble getting up when he falls, runs poorly, and has dif- 
culty going up steps. Fatigability is common. 'The mother may comment 
that “the child is so muscular and yet he seems so weak." This type is most 
commonly recognized between the ages of 4 and. 7. years. 

Early signs include firm calves of the legs, tendency for the child to go 
up on his toes in walking, ‘sliding through’ or ‘telescoping’ when the child 
is lifted under his arms, and difficulty in arising from the floor. Gait tends 
to be waddling, and the feet are carried wide apart. Typically, the child 
turns over into the prone position, gets up on all fours, and then “walks up 
his legs with his hands” until he can maneuver into the erect position. Ex- 
amination of the power of the muscles shows that they are symmetrically 
certain muscles are affected earlier and to a greater degree. ‘Sliding through’ 
weakened. The trunk and extremities are equally involved, although 
when the patient is lifted under his arms is due to weakness of the muscles 
of the shoulder girdle. Weakness of the anterior abdominal muscles at an 
early stage is common. The child is unable to sit up from the recumbent 
position, and weakness of the neck muscles may be such that when the 
child is lying in the supine position, he cannot lift his head from the table. 
Those muscles showing pseudohypertrophy are enlarged and firm to pal- 
pation. The muscles of the calves almost always show this characteristic to 
a marked degree. The muscles of the thigh are particularly thin and flabby 
in striking contrast to the calves. 
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Weakness is slowly progressive, although there may be quite long periods 
in which no progress in the weakness can be noted and even some improve- 
ment may be seen. As the disease progresses and as imbalance in the power 
of muscles in various parts occurs, deformities develop, especially flexion de- 
formities at the hip and knees, and equinus of the feet. If deformities of 
any degree are allowed to develop, they further inhibit the activity of the 
individual and may prevent walking at an earlier age than would otherwise 
ensue. The patients gradually become weaker, unable to walk, and even- 
tually bedridden. Death usually occurs from intercurrent respiratory in- 
fection. The inability to walk usually develops by the teen-age period, 
although on occasions the progression is delayed and the individual pre- 
serves this ability during early adult life. Involvement of the heart with 
the disease may also occur. In general, the later the age at which the process 
is observed, the slower its progress and the longer the ability of the indi- 
vidual to carry out functional activity. 


The Facioscapulohumeral Type. The onset of symptoms or signs is usual- 
ly recognizable between the ages of 7 and 20 years. The most common 
age of onset is 3 to 15 years?. Usually the first symptom is a difficulty in 
raising the arms above the head, but in many patients the inability to close 
the eyes completely, owing to weakness of the muscles of the face, has 
already been noticed since early childhood. Inability to whistle or to purse 
the lips, and a peculiar looseness and protusion of the lips are common. The 
eyes are not completely closed in sleep. 

This type of dystrophy is usually mild in its entire course. In many 
cases, it leads to disability of mild degree, compatible with a useful life. 
The great majority have lived or are enjoying a normal life span with only 
minor disabilities. Other patients have more seriously incapacitating dis- 
abilities, and a few are wheelchair or bed patients. 

Both of the above types of patients may develop abnormalities of the spine 
Clordosis, scoliosis), 


Changes in the Affected Muscles, The changes occur primarily in the 
muscles. Such changes are not dependent upon lesions of the nerve or the 
spinal cord, even though secondary degeneration may be present in these 
structures, 

The lesions of muscular dystrophy are essentially the same, no matter 
what the clinical type. The individual muscle fibers waste. Certain of the 


share in the general atrophy. Replacement of the muscle fibers by con- 
nective tissue occurs as the atrophy goes on, and coincident with the muscle 
atrophy a deposition of fat takes place in the muscle. This may largely 
Compensate in amount for the atrophy of the true muscle substance, so that 
the diminution in size of the whole muscle may be very gradual. The depo- 
sition of fat may even be excessive and thus lead to pseudohypertrophy. 


Biochemistry. A few pertinent biochemical facts are known. Patients 
with muscular dystrophy usually excrete in the urine a large amount of 
creatine and a smaller amount of creatinine than normal. However, this is 
not characteristic of muscular dystrophy alone, being found in any condition 
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in which the volume of normally metabolizing muscle is reduced. The 
creatine tolerance is reduced in muscular dystrophy; when creatine is fed 
by mouth, it is excreted in the urine almost quantitatively. 

Chemical examination of the muscles shows reduced amounts of the 
phosphorus compounds in a given volume of muscle. 


Progress and Prognosis. The course of the disease is generally slow and 
sometimes irregular. The course is often more rapid in early childhood, and 
slower after puberty. 

In the pseudohypertrophic type, the ultimate prognosis is grave, most 
patients dying in from 5 to 10 years after onset. Death seldom results from 
the disease itself, but rather from some intercurrent disease, particularly 
respiratory. 

In the facioscapulohumeral type, the course tends to progress more slowly, 
and the ultimate prognosis is considerably better. Many patients with this 
type of muscular dystrophy are able to lead normal or near normal lives. 


"TREATMENT 


Since the cause of muscular dystrophy is unknown, there is no specific 
treatment or cure. Many investigators have attempted to use such products 
as Vitamin E preparations, glycine, testosterone, adrenocorticotrophic hor- 
mone (ACTH), pyridoxine and other vitamins, pituitary and other hor- 
mones, and protein hydrolysate. None of these has been successful. 

Because of the fact that atrophic muscles tend to shorten and to produce 
deformities, especially when the patient is immobilized in a wheelchair or 
is bedridden, prevention of deformities is important in the care of the patient. 
Regular physical therapy and other rehabilitation measures which combat 
the deforming tendencies are an important part of the regimen of patient 
care. Exercises for the weaker muscles should be encouraged. Operative 
measures to correct deformities are rarely desirable, since deformities which 
would require operative procedure occur at a time when the muscle weakness 
is such that the results obtained do not warrant the procedures. Patients 
should not be kept in bed for any long period of time since the weakness 
progresses rapidly when they are so confined. 1f the patient must be im- 
mobilized, exercises directed toward preventing deformity and maintaining 
muscle strength should be performed regularly. Underlying the provision 
of physical or other forms of therapy services is the need for competent con- 
tinuous medical care and supervision. A careful evaluation and an accurate 
diagnosis at as early a stage as possible are the first steps in the management 
of the patient. Precautions should be taken toward minimizing the possi- 
bility of developing intercurrent respiratory infections, and steps should be 
taken to secure prompt medical attention when the first signs of a respira- 
tory infection appears. 


PSYCHOSOCIAL AsPECTS 


At this stage in the development of knowledge about the cause and 
treatment of muscular dystrophy, the management of the psychosocial as- 
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pects of patient care assumes great importance. In spite of this acknowledged 
fact, too little attention up to the present time has been paid to the emotional 
and social needs of the patient and of his family. 

Morrow and Cohen? recently studied a group of 29 patients and their 
families. Their summary of findings follows this chapter. 

Bernstein and Malter* in 1953 did a study of 34 muscular dystrophy 
patients and their families. In the 34 families studied, there were 31 muscu- 
lar dystgophy children and 7 muscular dystrophy adults; 17 of the children 
were on home instruction, 5 attended regular school classes, and 6 attended 
special or orthopedic classes. Due to the high incidence of respiratory ill- 
ness and other complications, over one half of the families had annual medi- 
cal bills of $300 to $800 for the muscular dystrophic patient alone. One 
half of the group were homebound with little opportunity for normal 
social contacts. Recreation consisted mainly of watching television and an 
occasional outing. In most families, the physical care of the patient so 
drained the parents of physical and emotional energies, that little strength 
remained for normal parental pursuits. Absence of transportation for 17 
children and 4 adults was a major factor in keeping this group almost com- 
pletely homebound. Five children and 5 adults were receiving no medical 
supervision; a major problem for all the families was inability to obtain 
competent medical care within the home. Two thirds of families demon- 
strated marked disturbance in interpersonal relationships, and expressed in- 
terest in receiving some form of psychological help. Only one of the seven 
adults was gainfully employed. 

Most of the parents indicated their interest in obtaining a centralized edu- 
cational center for their dystrophic children. Most of the families expressed 
as paramount the need for physical therapy. Most families had marked 
recreational and socialization needs for adults and children. One half of 
the families had housing which was inadequate for even minimal needs of 
the dystrophic patients. The parents expressed the belief that bus trans- 
portation to and from school was inadequate because no provision was 
made to assist the child on and off the high bus steps; because of this, chil- 
dren are often prematurely excluded from attendance at school. Another 
need was for mechanical lifters for moving the heavier and completely help- 
less children from wheel chair to bed and toilet. Five children needed speech 
therapy. A majority of the families needed competent local medical facili- 
ties. Adult patients needed specialized training, vocational counseling, and 
placement services. 


ORGANIZATION or COMMUNITY SERVICES 


While many communities provide ‘pieces’ of services for patients with 
handicaps, including muscular dystrophy, usually a community plan is 
necessary to provide broad comprehensive care for the majority of patients 
who may require it. Continuing studies and evaluation of currently pro- 
vided services, partly met needs, and totally unmet needs are essential to as- 
sure a high quality of services and to eliminate current gaps in services. Any 
community plan should include all aspects of patient care — the medical, 
psychological, social, educational, and vocational. Services for patients with 
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muscular dystrophy should ideally not be separate from services for other 
types of similarly handicapped patients, but rather should be closely planned 
and integrated with services for such other patients. 

With these principles in mind, the following plan is suggested as a guide 
for organization of community services for patients with muscular dystrophy. 


1. Early Case Finding. In addition to the usual community services pro- 
viding health supervision of patients in a community (practicing physi- 
cians, hospital outpatient departments, health insurance plans, well child 
conferences, school health services), an obvious source of early case finding 
would appear to be those families with a known family member with mus- 
cular dystrophy. The known hereditary factor and familial incidence 
should make it possible, by following such family units more carefully, to 
find new patients with muscular dystrophy at a much earlier stage. 


2. Diagnosis, Treatment and Rehabilitation. Services of high quality for 
the diagnosis, treatment, and rehabilitation of patients with muscular dys- 
ttophy are essential for the patient and his family. Such services would 
consist of a team of experts composed of the following professional disci- 
plines: medicine (a pediatrician for children, an internist for adults, a 
specialist in physical medicine and rehabilitation, an orthopedic surgeon, a 
psychiatrist); social service; psychology; nursing, therapy services (physical, 
occupational and speech); vocational counseling. These basic members of 
the team are essential, whether the patient is attending a hospital out- 
patient department, is attending school, or is homebound and under the 
care of a home care program. 


3. Services For The School Aged Child At School. Wherever possible, 
it is desirable for the handicapped child who is able to attend regular classes 
within a public school system to do so. For those children so disabled that 
they cannot do so, special medical, health, and educational services should 
be provided on a coordinated team basis. Thus, such children with mus- 
cular dystrophy might attend a special school or special class units for all 
children moderately to severely disabled with orthopedic, neuromuscular and 
locomotor problems. Whichever plan is adopted, the basic essential services 
are similar: medical services (a pediatrician, a physiatrist, an orthopedic 
surgeon, and a psychiatrist); public health nursing service; social service; a 
psychologist; therapy services Cphysical, occupational and speech); teachers 
with special training in the field of exceptional children; vocational coun- 
seling service; attendant service. “Transporation of such quality should be 
provided that children who are moderately to severely disabled, including 
wheelchair patients, can attend school; attendant service and ramps or other 
appropriate devices should be an essential part of the transportation plan. 
The physical plant of the school should be appropriate to the children’s 
needs — equipped with elevators, ramps, and siderails; the necessary equip- 
ment; and with easy accessibility to lunchroom, toilets, rest rooms, recreation 
rooms, etc. 


4. Home Care Service For The Homebound. For the patient who is 
truly homebound and physically unable to leave the home, an organized 
home care program is a necessity. For such patients, including those with 
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muscular dystrophy, special medical, health and educational services should 
be provided on a coordinated team basis. "The basic essential services would 
include medical services (a pediatrician for children, an internist for adults, 
a physiatrist, a psychiatrist, an orthopedic surgeon,) public health nursing — 
service; social service; a psychologist; therapy services (physical, occupational 
and speech); teachers with special training in the field of exceptional children - 
for the children; vocational counseling services; recreational service; house- 
keeping and homemaker service; transportation; and equipment, 


5. Housing. For those families with serious housing problems, it is de 
sirable and at times possible to make arrangements with the governmental 
housing agency to provide better housing, either in ground floor apartments, —— 
or in apartments in elevator buildings. Some apartments should be planned _ 
for and equipped for families having a handicapped member, having wider | 
doorways for wheelchairs, special equipment, etc. 


6. Foster Home Placement. At times, a good foster home may prove to 
be the solution for a particular family or social problem, — either on a short 
term or long term basis. Many communities now provide a special foster 
home placement program for handicapped children for such purposes. 


7. Recreation. Organized facilities for recreation of the handicapped are 
an important ingredient in a broad comprehensive program for the handi- 
capped. Such services are provided through the conventional recreation 
centers, or in schools, at home, in summer residential or day camps, or in 
summer day camps, etc. Once the services are provided, the appropriate 
service should be selected which will best meet the needs of the patient 
with muscular dystrophy. 


8. Vocational Services. For patients in their early teens, an adequate — 
vocational testing, guidance, training and placement service may make the —— 
difference between an independent and productive member of the com- — 
munity on the one hand, and a completely dependent one on the other. 
Vocational services, then, are an essential component in any comprehensive 
community program for handicapped children. It is recommended that the ; 
vocational services be coordinated with, if not really a part of, the diagnostic, 
treatment, and rehabilitation services of the community; the advantage of — 
this plan is that the vocational services will be made available to the patients 
at an earlier age, and the vocational staff will have adequate medical and 
health data easily available on the patient's potential capacity. 


9. Transportation. "Transportation of adequate quality is a necessity for 
those patients who must attend clinics or recreational programs, for school 
aged children attending school, and for handicapped workers. The basic 
principles in transportation of the handicapped include C1) a transportation 
vehicle which has easy ingress and egress for the patient, including moder- 


on and off the vehicle, and to supervise the patients during the trip; (3) 
coordination of services in any given community so that the available vehicles 


572 


THE MUSCULAR DYSTROPHIES 


10. Information and Counseling Services. Because many families and 
many patients, even though they may have lived for a long period of time 
in a community, may not be aware of the variety of community services 
available for the handicapped and how to go about taking advantage of them, 
it is usually considered necessary for at least one central information and 
counseling service to be provided to fulfill this need. This step, of course, 
may be vital in many instances to channel the patient to the available 
services, or the services to the patient. 

States and local communities usually have one or more agencies con- 
cerned with the care of handicapped patients, including those with muscular 
dytsrophy. To cite the more usually available agencies: 


(1) The state or local official Crippled Children’s Agency 


(2) Branches of such national organizations as 
(a) The Muscular Dystrophy Association 
(b) The National Foundation For Muscular Dystrophy 
(c) The National Society For Crippled Children and Adults 


(3) The state or local health, welfare, and education departments 
(4) Community social agencies 
(5) Community visiting nurse agencies 


SUMMARY 


The muscular dystrophies are chronic diseases of several types, each with 
its characteristic pattern and picture. Considerable research is necessary 
in order to find the cause and therefore the ‘cure’ for muscular dystrophy. 
Meanwhile, however, much can and should be done to assist the patient and 
his family so that care of a broad and comprehensive nature will be provided. 
In general, it is desirable that emphasis be placed on a patient's potential 
abilities, rather than on his disability. To assist the patient to carry on as 
well as he can with what he has available is the essential in rehabilitaton. 
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Modern progressive medical practice with its emphasis on the whole per- 
son, integrates the somatic and psychological factors in disease. Although 
the literature pertaining to the medical aspects of muscular dystrophy is 
rather extensive and impressive regarding the clinical, genetic and physical- 
chemical aspects, very little consideration has been given to the psychological 
and social concomitants of this disabling disease. 

Ripley, Bohnengel and Milhorat? studied the personality factors in 67 
patients with various types of muscular disability including ten with muscu- 
lar dystrophy. They reported that emotional changes often accompanied 
altered performance of muscles and that the type of adjustment depended 
on a complexity of factors including the personality prior to the illness, the 
age of onset, the type and course of the disability, etc. No differentiation 
was made between the ten cases of muscular dystrophy and the.other disa- 
bilities despite the fact that there seem to be significant differences between 
progressive muscular dystrophy and the others in relation to age of onset, its 
progressive, and insidious nature, poor prognosis, etc. Other than this, care- 
ful search of the literature failed to reveal any work on the psychological 
and social aspects of muscular dystrophy. 


PURPOSE oF THE INVESTIGATION 


The basic hypothesis of this study is that muscular dystrophy as a serious 
physical disability may produce concomitant emotional and social malad- 
Justment. The purpose of this research was to determine the nature as well 
as the extent of the psychological and social maladjustment of the patient. 
The main design of the experiment was first a psychological assessment of 
the patient and secondly a study of the attitudes of the patient and his 
family toward the disease itself as well as related psycho-social factors. 

"Used by special permission, The Muscular Dystrophy Associations of America, Inc., and 
reprinted from The Journal of Child Psychiatry, Vol. 3, No. 1 April, 1954. 
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Included in the psychological evaluation of the patients were standardized 
tests of intellectual functioning, school achievement and projective person- 
ality techniques. Specifically, each patient was seen at home by a member 
of a team of four psychologists and was given the verbal half of the Wechsler 
Intelligence Scale for Children, the Gray Oral Reading Paragraphs Test as 
an index of his educational level through reading achievement and four cards 
of Bellak’s Children’s Apperception Test as a projective personality evalu- 
ation technique. In addition, extensive interviews were conducted with the 
patient and separately with his father and mother in order to determine im- 
póttant aspects of the personality of these individuals, i.e., their attitudes, 
feelings, aspirations, etc. and the possible influence of these upon the disease. 
In the interview with the patient he was asked questions: about his schooling, 
how he spends his day, his hobbies and recreation activities, his relationship 
with parents, siblings and friends, etc. At all times the attempt was made 
to determine the patient's feelings and attitudes as well as what he thought 
others felt about him. 

Most of these same areas were included in the interviews with each 
parent in order to determine their perceptions, attitudes and feelings about 
the child in relation to the disease. As an example, the mother would, also, 
describe the patient’s typical day, thereby permitting a more complete ap- 
praisal The parents were, also, asked questions to elicit information about 
how much time they gave the patient and their feelings about it, what they 
thought were the problems most parents had with their muscular dystrophy 
children, how they differed from other children, the future, their sacrifices, 
how they thought the psychologist could help, etc. 


The psychologist on the basis of all the factors involved in the interviews 
and tests finally made an evaluation of the major trends in the patient’s 
personality. 


Tue Grour STUDIED 


A total of 29 patients and their families were investigated. Of these, 24 
were males and five females. The group was predominantly of elementary 
school age, but four of the patients were between the ages of 17 and 28. 

Although 29 patients were studied, only 25 family settings were involved 
in the research due to the fact that four families had two children with 
muscular dystrophy. The typical family consisted of the parents, the patient 
and one other child, although in four families the patient was the only child 
and in seven there was more than one other child. The typical mother was 
about 35 years of age and the typical father around 40. The characteristic 
educational background of the parents was all or most of a high school 
education. The estimated family income was most often between $4000 
and $5000 per year, but was less than $4000 in four families and more than 
$5000 in eight. This information was elicited to establish a socio-economic 
frame of reference. 

Generally speaking then, with the exception of the presence of a chroni- 
cally handicapped child, these families constitute a fairly representative cross- 
section of the metropolitan area. The group of patients investigated here 
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compare very closely with those reported in other studies, as, for example, in - 
the clinical review of 40 cases reported by Shank, Gilder and Hoagland.* 


Frnpincs 


In a preliminary or exploratory study such as this is, there are many find- — 
ings. Of these, a good number are of little or no significance, while others 
seem significant but do not lend themselves to immediate interpretation. In D 
our report today, we will first stress the factual material so as to present as D 
clear a picture as we can of the psycho-social atmosphere of the disease and _ 
secondly attempt a preliminary psychological evaluation of these facts and _ 
make some recommendations based on them. : 

First, the patient's activities. Since in the group under study, over one- 2 
half are no longer able to walk, are confined to wheel-chairs, and receive 
their schooling from teachers who come into the home, the activities in which _ 
these patients engage reflect this handicap. We find, for example, that our 
total patient group watch television on the average for four hours a day and 
that about one-quarter of them spend eight or more hours a day before the 
television screen. Except for three children no more than one hour a day 
is spent in reading, and over one-half spend no time in reading. (Many are 
non-readers — this problem will be discussed later.) Hobbies do not play 
any appreciable role in this group: more than half have no hobbies, and 
in only two cases did hobbies account for more than an hour of daily 
activity. Social play activity also fails typically to account for much of the 
patient's day: almost half the patients have no friends (although some have 
many), and only about an hour is spent in social activity. Finally, school — 
work typically accounts for less than an hour a day. It is thus readily seen 
that watching television characteristically occupies more time than any | 
other single type of activity except sleep. 

Turning now to schooling, we find here an area of frequent difficulty. 
About one-half are in grades one or more years behind other children their — 
age. On the reading test, the general level of school retardation is far more 
clear and far more serious — of the 23 children who were eight or more 
years old, 15 (65%) showed reading which was retarded in terms of age 
expectancy. In 6 of the cases (more than one-quarter), the reading retarda- 
tion was 5 whole years. Although arithmetic ability wasn’t measured with 
such refinement, it was found that about one-half of the children were 
retarded in their number-skills as well. 

Past investigators, noting the phenomenon of difficulty in learning, have 
come to the conclusion that muscular dystrophy has, as one of its symptoms, 
mental deterioration. The patients in our sample were all given the verbal 
part of the Wechsler Intelligence Scale for Children. Their average IQ was 
94, which is about 10 points below the average for N.Y.C. children. This 
might seem at first glance to substantiate the view that mental retardation 


intellectual potential and that the obtained IQ's reflect their depressing 
functioning. 
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That mental deterioration in the organic sense is not a symptom of the 
disease is also apparent when we consider the fact that half of our children 
are classified in the average or bright average range of intellectual function- 
ing. That is, even the intellectual functioning (as distinguished from the 
intellectual potential) of half our group is average or above average. But 
the half below average tends to be appreciably below average. Still, as 
already noted, we do not consider this to be “mental deterioration". Some 
of the reasons for this will become evident as we turn to our next topic, a 
consideration of the personalities of our patients. 

It is, of course, meaningless to talk of the "average" personality of a group 
of individuals. Personalities can no more be averaged than symphonies or 
faces or any other complex patterns. However, it is meaningful to compare 
an array of personalities for dominant trends or characteristics and evaluate 
the extent of similarity and dissimilarity which there is to be found. The 
psychologist’s evaluation of each patient was not deep going, so that the con- 
clusions here must be considered tentative. However, each psychologist 
did spend considerable time with the patient during which time he inter- 
viewed and tested him both objectively and projectively and certain charac- 
teristics were observed. 

In about half (note that it is only half) the cases, the following trends 
were observed. First, there was a tendency to emotional immaturity, that 
is to say, these children behaved with regard to emotional control, expression, 
and relationships in a way expected of children several years younger. One 
aspect of this is that they were emotionally heavily dependent on others, 
particularly their mothers. Another was that they were relatively incapable 
of tolerating more than the mildest degree of frustration. Secondly, (again 
this is true only for one-half the cases) it was found that there was a trend 
toward withdrawal, that is — these patients seem to have lost interest in and 
attachment to the people in their environment and are living more and 
more within themselves. Related to this is the finding that there was a very 
active imaginative life pursued by these patients. A good deal of their 
energy was spent in unshared fantasy living. 

The modern interpretation of the 1.Q. is that it measures a person’s ability 
to function on a particular test at a particular time. It is not necessarily a 
measure of potential intelligence — a child’s potential intelligence may be 
considerably higher than the I.O. level at which he tests. Stated differently, 
the LQ. is only an index of what a child can do, not of what he could do if 
the environment were favorably manipulated, or what he could do if he 
didn’t have personality problems. 

When these factors are kept in mind, the trend toward poor intelligence 
test performance is understandable on grounds other than “mental dete- 
rioration.' To the factors of an educational background both qualitatively 
and quantitatively inferior to that of other children is added a lowered moti- 
vation for intelligence test performance, a withdrawal of interests from the 
environment, emotional immaturity, and low frustration tolerance. These 
factors are sufficient to account for the poor test functioning of the 45% 
of our cases where it is found without positing true mental deterioration. 
Our conclusion is therefore a hopeful one and leads to both preventive and 


therapeutic possibilities. 
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Our findings in regard to the parents are again varied. Turning first to 
the facts, the most apparent problem of the mothers was that of physical 
care. In more than three-quarters of the cases studied, the patients needed 
at least some help in eating, dressing, washing, bathing and toilet functions, 
and in about half the cases they needed a good deal of help. These prob- 
lems of physical care, particularly that of lifting the patient, are repeatedly 
mentioned by both parents as major problems of the mother. 

A related problem is that of the mother's time. Quite apart from those 
physical demands, the patients so completely take up the mother's time, that 
little free time is left for other vital activities, such as care and attention for 
the other child or children in the family, social activity, and simply some 
period of time which she knows is her own. Thus, the physical and time 
demands on the mother are conceived by the parents as the most important 
single problem which the mother faces and any disinterested observer would 
have to agree that objectively this problem is central. 

Psychological problems of both the parents, although not so frequently 
mentioned by them in the interview, are nevertheless present, and are often 
more responsible for the unhappiness encountered than are the physical 
problems. When the parents were asked what they consider to be their 
major problems, some were mentioned or implied with sufficient frequency 
as to be considered of general significance. 

One of these was sensitivity about the curiosity of neighbors and strangers 
about the patient's condition. This, of course, occurred mostly in instances 
where the disease had progressed to the wheelchair stage. Another involved 
a whole host of problems concerning the other normal children in the family: 
concern about the distribution of the mother's interest and affection, dif- 
culties in the relationships between the patient and the other children, and 
generally the psycho-socially abnormal environment in which the physically 
normal children were being raised. A separate problem was the anxiety 
over the heredity implications of the disease to the other children: for ex- 
ample, the issue as to whether a normal daughter in a dystrophic home is a 
carrier of the disease and would transmit it to her offspring. 

Another problem which is often faced in families with dystrophic children 
occurs at the point where continued attendance at either a regular or special 
school becomes so difficult that a decision to keep the child at home and 
have a home teacher for him must be faced. This is one of the critical points 
in the psychological course of the disease and has several related aspects. 
First and foremost, this is a point where painful recognition of the severity 
of the child’s condition is forced upon the parents. Up to this point, it is 
unlikely that the fact of the illness has been fully accepted. Secondly, this 
change in the child’s status brings with it many real consequences, such as 
the problem of the mother now being occupied with the patient all day 
long, the fact that the patient's status with regard to friends and other valu- 
able extra-familial contacts is seriously jeopardized, the danger in the reduc- 
tion of the rate of learning, etc. 

A problem which was only occasionally mentioned, but which permeates 
the attitudes of the parents and may well be the most serious problem faced, 
is the painful knowledge that the disease often leads to an early mortality. 
Some of the+parents are actively preoccupied with this, others repress it 
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from their awareness, others accept it and have made some kind of adjust- 
ment to it. In any case, the problem is there and is pressing. For example, 
when the parents’ attitudes toward the patient's future were inquired into, 
only a handful were unrealistic about it. In these few cases, of course, the 
problem is acute. But even among the many parents whose outlook as ex- 
pressed. verbally is realistic, this concern represents a constantly gnawing 
heartache. 

Focussing for a moment on the father, it is our impression that he typi- 
cally has a unique problem. He is not as pressed by the daily drudgery of 
physical care and the continual reminder of the patient's infirmity as the 
mother is. For nine or ten hours a day, for five or six days a week, his every- 
day activities do not differ from those of other breadwinners. We have 
reason to believe that he feels quite guilty in relation to his wife who is so 
beset by the everyday physical and psychological problems. The guilt stems 
from the fact that he is much less involved in this drudgery and also the 
secret yet understandable feeling of relief that it is not he who is taking the 
brunt of the problem. 

With the time of the parents so occupied by the patient, it is perhaps 
not surprising that about one-third of the mothers and a similar fraction of 
the fathers report that they have no interests outside the family. However, 
we did find that a slightly larger proportion, although not quite half, of the 
parents were active in the Muscular Dystrophy Association. lt is our con- 
viction that despite the difficulty involved, it is generally desirable from a 
mental hygiene viewpoint for these parents in particular to seek outside in- 
terests and activities. 

An attempt was made to gather data concerning the attitudes of the 
parents toward the patient and his situation. Naturally, the parents typi- 
cally feel compassionately toward the patient, although there are occasional 
exceptions. Only about half the group are really satisfied with the child's 
teacher and his learning progress, and about one-quarter of the group con- 
sider the teacher and the rate of learning poor. Fully half the group are 
dissatisfied with the friendship status of the child, which, more particularly, 
means that they feel the child does not have enough friends Cit will be 
recalled that half the children have no friends). 

Perhaps the question most revealing of parental attitudes was, “Do you 
feel that apart from his physical difficulty, your child is different from other 
children?” About one-third of the parents emphatically denied any differ- 
ence, but another third thought their children did differ significantly. The 
balance thought that any difference was not significant. The differences 
which were mentioned were quite varied and many of them agreed with 
the psychologists evaluations of the child. For example, several parents 
mentioned, among other things, the children’s emotional dependence, their 
lack of frustration tolerance and the trend toward social and emotional with- 
drawal. Symptoms of this kind were more frequently noted by the psycholo- 
gist than mentioned by the parents, which is, of course, to be expected. 

Another revealing question put to the parents was, “How might a psy- 
chologist be able to help you with your problems?” Less than one-fifth of 
the parents responded that a psychologist would be of no use. Of the 
balance, about a half thought that the psychologist could be helpful in con- 
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nection with the patient's educational problems specifically and the other 
half saw the psychologist as potentially helpful with problems of adjustment 
not only for the patient, but for the parents themselves, and even occasionally 
for other children in the family. Among the uses of the psychologist sug- 
gested by the parents were guidance for the parents in their relationship to 
the child, helping the mothers with their own emotional problems stem- 
ming from the child's illness, group psychotherapy for the parents and work- 
ing in psychotherapy with the child to help with such problems as over-inde- 
pendence, behavior difficulties, poor relationships with the other children, 
etc. It is noteworthy that there were fully as many parents who saw their 
own problems as needing psychological attention as those who requested it 
for the patient. 


Discussion or THE FiNpiNGS 


With the possible exception of the fact that muscular dystrophy is pro- 
gressive in its disabling effects, these patients seem to behave, on the whole, 
like most groups of physically disabled children. A host of studies are re- 
ported which indicate that the average I.Q. of most groups of handicapped 
children fall, like ours, somewhat around 90 and, also that their school 
achievement is on an average, like our group, considerably retarded.? 

The somewhat lowered intellectual functioning is readily explained by 
the emotional and educational aspects of the disability, thereby refuting the 
claim that progressive muscular dystrophy results “in declining mentality”,® 
a myth which unfortunately has been perpetuated since the disease was first 
described by Duchenne.’ Since academic achievement is considerably 
below the general intellectual level the feeling is strong that television is 
very beneficial under optimal conditions for broadening interests and thus 
stimulating intellectual functioning. Some parents, however, seemed to be 
pushing the child into intellectual activity as a compensation for the physical 
disability without realizing the fact that they were possibly attempting to 
satisfy their own needs rather than those of their children. - 

The mental health implications surrounding the intellectual and educa- 
tional problems are significant in that a group of children who are essentially 
normal in intelligence are frustrated in continuing with their education. 
Practically all of our parents seemed to be wrestling with this complex 
problem. To begin with, many were able to recognize the beneficial effects 
which come from attending school and which transcend mere learning, 
such as the therapeutic benefits which result from the dynamic social and 
physical interaction among the children and which militate considerably 
against retreat into loneliness. Related problems involve the amount of 
time to be spent in school, the appropriate time for changing school situa: 
tions, which, in turn are dependent on such factors as the status of the 
disability, the attitude of the School, the location, the child's feelings, as 
well as the feelings of his family and friends. On the other hand, this should 
not be taken to mean that the child should be kept in school at all costs. 
The resolution. of such conflict must inevitably depend upon the careful and 
expert evaluation of the total situation. For such problems, professional 
assistance should be made available to the parents, 
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Many things seem to account for the fact that half of the patient popula- 
tion is emotionally immature as shown by their lack of independence and 
confidence, lack of activity and association with friends or in associating 
with children much younger, lack of interest in the activities followed by 
others of the same group, inability to handle frustrations properly, usually 
accompanied by temper tantrums, excessive withdrawal from social sur- 
roundings, etc. 

It has been generally found by psychologists that parental overprotection 
is most frequently responsible for emotional immaturity. Where this was 
apparent it seemed to be related to excessive concern of the parents with 
physical or psychological injury to the patient. There were some parents 
who felt compelled to give themselves completely to the child without con- 
sideration of their own needs or those of the family. While understanding 
of the child is necessary it should not give way to pity. Here again the 
psychologist, the psychiatrist, the social worker can help the parent dis- 
tinguish between constructive understanding of the patient and meaningless 
and fruitless pity. 

Rejection of the child was observed only in a few cases. Where it occurred, 
however, it was observed mainly as embarrassment at having a disabled off- 
spring. Other reasons which were either given or implied for this rejection 
were: restriction of the family's freedom, excessive medical and related costs, 
disappointment over the fact that the child would not be able to follow 
parental occupational and other plans, etc. Some of these reasons the 
parent recognized readily while others appeared related to deeper, more 
unconscious motives which require psychological assistance. 

About half of the patients displayed satisfactory personality adjustment 
and this appeared to be very closely related to secure family relationships. 
The better adjusted patient seemed almost always to come from the better 
adjusted home. Here, there was a realistic acceptance of the child's needs, 
and his limitations; his capabilities, his handicaps. He is neither over-pro- 
tected, nor rejected but aside from his special needs lives in a normal give- 
and-take relationship with the other members of the family. 

It can therefore be seen that the personality difficulties of these patients 
are not the result of the dystrophy, per se, but the result mainly of family 
attitudes. 

Many of our parents who have been living intimately with the problem 
of muscular dystrophy have developed an unusual sophistication about the 
disease. It is to their credit that they recognize the need for psychological 
help for themselves and their children. One problem seemed to concern 
them to an appreciable extent, however, and this was how to tell the child 
about the disease. That is, at what age should he be told, how much should 
he be told, etc. In general we can say that according to the precepts of 
modern educational psychology, the answers to be given to the child depend 
upon his ability to understand all of the facts involved. 

What is of extreme importance, however, is that expert care must be taken 
in handling this delicate question if the child asks the questions. To begin 
with it is essential to find out exactly what the child wants to know because 
he may be asking merely for reassurance. At any rate, the parent should try 
to avoid excessive anxiety or emotion in giving the appropriate answers. 
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Since many of the parents do not have sufficient interests outside of the - 
family it should be indicated that the Muscular Dystrophy Association, 
among its many important functions, seems, in this regard, to fulfill an addi- 
tional important role for many parents. 

Time and other limitations imposed on the present investigation precluded 
deeper study of many significant factors, which we hope to be able to con- 
sider at a future time. Some of these are: : 


l. To compare ambulatory patients with those in wheel chairs. 

2. The problem of sibling relationships including the psycho-social effects 
on the siblings. 

3. A follow-up to determine the dynamic relationship between the pro- 
gressive course of the disease and the patient's personality. 


RECOMMENDATIONS 


On the basis of this psycho-social assessment of the muscular dystrophy 
patient and his family we feel that several recommendations can be made 
to aid in the emotional adjustment of the patient and the parents: 


1. The need for further schooling, preferably away from home, is indicated 
for most of the patients; unless in specific instances the patient’s health 
is jeopardized. The emphasis in school work should be on special 
needs, such as remedial reading, development of special abilities and 
interests, etc. 

2. There is a need for more active social activities and organized play 
and the opportunity to develop various interests and hobbies. This 
would tend to get the patient away from excessive viewing of television 
and other passive activity and bring him instead into closer group 
participation. 

3. It is important to get the child away from home frequently to afford 
a change of some kind for him as well as to give occasional physical 
and psychological relief to the mother, 

4. Wherever possible, arrangements should be considered for helping 
parents get away from home on occasion. Many stated that they could 
not risk the use of the ordinary type of baby-sitter. 

5. Psychological counseling is very important for many patients. As a 
matter of fact many of these patients could benefit from individual 
psychotherapy if it were available, 

6. Many of the parents asked for group psychological orientation for them- 
selves. They suggested many significant topics. 


7. In order to treat the whole person there is need for a strong integration 
among the various professions, 


Many of these recommendations are interrelated and overlap. It seems 
that these ends could best be achieved in a central place of some kind. The 
Muscular Dystrophy Association might consider having such a center to 
help meet the medical and psychological needs of these patients. Here the 
child could more likely be able to obtain the required special education; to 
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meet with other children his own age and with similar limitations and 
problems; to break away from the monotony of being constantly at home; 
to give and receive social stimulation; and to get the required types of special- 
ized treatment which can more readily be given in such a central place. 
Where the child has minimal physical and psychological impairment it is, 
of course, more desirable that he participate in the community itself rather 
than in such a proposed center. 
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of America, Inc., was presented to the May, 1952 annual conference of the Association. 
It comprised part of the symposium entitled, "The Total Approach to Rehabilitation in 
Children with Muscular Dystrophy". The direction and inspiration for the total study 
came from Dr. Arthur S. Abramson, Clinical Professor of Physical Medicine and Re- 
habilitation, New York Medical College; Chief, Physical Medicine Rehabilitation Service, 
Veterans Administration Hospital, Bronx, New York; and Consultant to the Muscular 
Dystrophy Association of America. 
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Unlike most orthopedic disabilities that occur in childhood, muscular 
dystrophy is a progressive disease. The childhood type, known as pseudo- 
hypertrophic muscular dystrophy, is the most common form and has its on- 
set in infancy although its objective symptoms may not become manifest 
until the age of five or six. Occasionally, the recognizable defects may not 
occur until the age of 10 or 12. 

The initial manifestations of the weakening musculature occur in the 
lower limbs. In the affected child, walking may be delayed; falling may 
occur more frequently than normally; and he often has difficulty in climb- 
ing stairs. A characteristic waddling gait marks the young dystrophic child. 
Later, the musculature of the shoulder girdle and hands is affected, curva- 
ture of the spine develops, and the fingers become partially contracted. 
There is a marked tendency to overweight in these children, which further 
increases difficulty in walking. As the muscles continue to weaken, con- 
tractures of the joints develop. The ankles turn inward and become rigid; 
and gradually, other joints are similarly affected!?, 

The rate at which muscular dystrophy progresses varies sufficiently so 
that it is impractical to describe an age sequence that has general application. 
However, the progress of the disease follows a fairly definite pathological 
course, characterized in turn by orthopedic difficulties, postural changes, and 
deformities of the hands. Independent walking eventually becomes im- 
possible, and there is a gradual loss of power in the arms. When contrac- 
tures develop, they set the body in fixed postures which result in immobiliza- 
tion of the parts affected. 

Muscular dystrophy is not Contagious. Heredity plays a part in about 
one-third of the cases. It occurs more frequently in males than in females.19.11 
In childhood dystrophy, ten years may commonly elapse between the onset 
of initial symptoms and total infirmity. Some patients are wheelchair bound 
before the age of ten; others may continue to be ambulatory past adolescence 
and into early adult life. Since there is at present no known treatment to 
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arrest the disease, the patient's muscles continue to waste away until he is 
eventually confined to his bed. When death comes, it is due to an inter- 
current infection!!. 

When muscular dystrophy has its onset in adolescence, it is known as 
scapulohumeral dystrophy, and follows a much slower course. It occurs 
equally in both sexes. While some slight difficulties may have been sub- 
jectively noted by the patient in childhood, objective signs may not be ap- 
parent until the age of 16 or 18, or occasionally as much as ten years later. 
In these patients, weakness develops very slowly!®. In their teens, dancing 
and walking may quickly tire them and fine manipulative dexterity may be 
lost. However, this does not interfere with their daily activities, or their 
education. There are numerous examples of patients who have held jobs 
through their thirties, requiring great physical strength and a range of 
motion. In fact, patients occasionally continue to work until a much later 
age. Many patients who become wheelchair bound in early adult life may 
experience no marked changes in their physical condition for a number of 
years. These individuals can remain gainfully employed if problems of 
transportation and suitable working conditions are solved. 


ÅBILITIES AND LIMITATIONS OF PATIENTS 


There is no apparent central nervous system involvement in this disease. 
The intelligence testing of several small series of patients, some of whom did 
not attend school, revealed a mean I.Q. of about 95. This result would 
suggest that children with muscular dystrophy have normal intelligence 
but lack motivation to learn because of isolation from social contacts and 
limited educational opportunities!? **. 

Due to postural changes, the dystrophy patient often slouches in his seat 
and leans on one hand. Writing difficulty may result as a consequence and 
will be more pronounced as hand contractures occur. Tongue muscles are 
sometimes involved; when this is the case, there may be certain speech 
disabilities, but these are usually minor and do not prevent classroom parti- 
cipation. 

The disabilities associated with muscular dystrophy are limited to the 
consequences of muscle wasting. The absence of neurological involvement 
spares these children from medical problems which might affect socializing 
with classmates. There is no drooling or grimacing, no involuntary body 
movements, and no incontinence. 

Despite the absence of mental retardation and socially disabling manifesta- 
tions, it is not unusual for the negative facets of this disease to be over- 
stressed. The families of many patients, and often the patients themselves, 
have been told in childhood that they may not be expected to live beyond 
the age of ten. However, it is not difficult to find patients who have out- 
lived their projected demise by five, ten or more years$. 

In recent years, medical interest in muscular dystrophy has greatly in- 
creased. Patients are being observed more closely, and the wide variation 
in the onset and rate of progress is recognized and better understood. Many 
patients have succumbed to intercurrent respiratory infections due to weak- 
ened chest muscles. Today, however, advances in antibiotic therapy have 
greatly reduced this hazard and many lives are consequently saved. 
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Greater interest in the medical aspect of dystrophy had led to better medi- 
cal support for patients. In the past, diagnostic failures resulted in neglect 
of supportive measures which might be valuable. Many patients have 
atrophy of disuse superimposed on the dystrophic weakness. When the use 
of certain muscles is lessened, patients frequently need help in finding other 
ways of performing the same function!?. Emotional factors also play an 
important part in the loss of muscle function. Disinterest added to disuse 
accelerates the loss of muscle power. Conversely, activity and interest 
stimulate any individual to maximum efforts, Dystrophic children who 
actively participate in classroom programs are better motivated toward the 
utilization of their remaining muscular abilities! 

Children with dystrophy can often participate in school programs, and 
they should be stimulated to do so. Patients prize their independence, which 
should not be denied them. With encouragement from his teacher, the 
dystrophic child can continue walking, even when his gait is awkward and 
slow. However, attention should be given to posture and seating in order 
to avoid tiring of the weakened back muscles. When the back and shoulder 
muscles are greatly weakened, a back brace may be medically prescribed. 

When the fingers are contracted, the writing hand may soon tire. Teach- 
ers have found that a flat writing surface or one sloping slightly away from 
the body is helpful. 

While excessive fatigue is undesirable and should be avoided, immobility 
is even more harmful. When dystrophy patients are allowed to remain in 
bed for more than a few days, weakness in the skeletal muscles is accentu- 
ated. What might be regarded as special consideration for the d,strophy 
patient may in effect be an extra hazard.12.20 

One specific health precaution important for dystrophy patients is the 
avoidance of colds. Because of the weakened chest muscles, even a simple 
cold may be a serious illness for a dystrophic child. Sneezing and coughing 
are difficult and respiratory infections carry with them the possible danger 
of suffocation. 


Current Epucationan EFFORTS 


It is unfortunately true that at present, the great majority of patients with 
muscular dystrophy receive little or no schooling. This reflects the general 
deficiency in educational programs for the physically handicapped.” 

The general advantages of group education are well known, and the argu- 
ments in favor of providing opportunities for social development for all 
young children are well established. It has not been recognized, however, 
that these opportunities are equally important for handicapped children. 

The presence of an orthopedic handicap is problem enough for a child, 
and the additional impediment of limited social development is a cruel and 
unnecessary burden. The daily stimulus of contact with his contemporaries 
is essential to every human being for proper development, and especially to 
the dystrophy patient. Emotional disturbance is unavoidable in the face of 
the inexorable decline which Progressive illness brings with it. This dis- 
turbance is even greater when opportunities for socializing are restricted.4:15.17 
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Experience with other degenerative conditions particularly in the field of 
geriatrics, has demonstrated to investigators that emotional and social decline 
can be arrested, or at least postponed, when the proper environment is 
provided. 

Many examples may be cited of adult dystrophic patients who have suc- 
cessfully held jobs in industry and professions, such as accounting, chemis- 
try, and journalism. Others have been able to pursue careers in the fields of 
art and literature. These examples demonstrate what could be accomplished 
if dystrophic children were given adequate educational and social oppor- 
tunities, 

Accordingly, it may be helpful to describe a few school programs that 
now include patients with muscular dystrophy within their scope. 

The majority of muscular dystrophy children are on home instruction. 
Where home instruction by a visiting teacher is provided, it is usually 
limited to two or three hours per week and offers no opportunity for associ- 
ation with other children in the school atmosphere. In a few cases, particu- 
larly in the State of Iowa, telephone facilities are used to provide direct 
communication between the patient's bedside and the classroom. The child 
hears the voices of the teacher and classroom pupils and is himself called 
upon from time to time. This is a great improvement over private instruc- 
tion because it permits classroom participation by the home-bound child. In 
many instances, it has had the important accompanying effect of stimulating 
friendships and visiting by his classmates. Oftentimes, he is brought to 
school for holiday celebrations and other school events so important to the 
young child of school age.55:1* 

In cities where special schools exist for the orthopedically handicapped, 
children with muscular dystrophy attend classes and participate effectively 
in the school program. At the Spaulding School in Chicago, dystrophic 
children make up one of the more frequent diagnostic groups. The special 
schools in San Francisco, St. Louis and Los Angeles also include them in 
their programs. These examples demonstrate that it is possible for dystrophy 
patients to share in existing educational programs so long as the activities 
are geared to their health limitations. 

There are several special schools for orthopedically handicapped children 
from rural areas that also make provision for dystrophics. The State of 
Wisconsin, for example, has established a number of special schools so dis- 
tributed as to serve all areas of the state. These schools are situated within 
75 miles of all residents, except in one region that is sparsely settled. Trans- 
portation facilities are provided by the schools, and children who live at 
distances too great for daily bus travel are boarded in the vicinity of the 
school at state expense. Another valuable feature of the Wisconsin program 
is the presence of a traveling clinic, which provides an opportunity for re- 


viewing the health progress of each child and for screening those to be ad- 
mitted to the special schools. 


The State of Illinois has established a resi- 
dential school for educable handicapped children who need medical super- 
vision. Approximately 100 children, including eight with dystrophy, are in 
residence during the school year and a full program of education, medical 
rehabilitation, and recreation is provided.* 
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DEVELOPING AN ApnEouarE EDUCATIONAL Procram 


A serious impediment to the expansion of educational programs and facili- 
ties for patients with muscular dystrophy is the "what's the use" attitude 
which pervades professional and academic circles. It has been argued that 
because life expectancy is curtailed, no social purpose is served by making 
special provision for these severely handicapped children. In reply, it should 
be noted that the same negativism has been encountered in every educa- 
tional program that required special attention and increased financial sup- 
port for its development. 

There has been a tendency to treat all dystrophics as though their condi- 
tion were identical and their disease were progressing at the same level, 
However, it is now being recognized that the expression of the disease and 
its rate of progress are both variable. Therefore, if some patients are not 
able to benefit from an organized school program, that is insufficient reason 
for excluding others whose condition is milder and whose disability is pro- 
gressing at a slower rate. If a particular child seems likely to benefit from 
certain educational, social, and medical activities, these should be provided 
for him regardless of whether or not all others with the same primary diag- 
nosis can be included. 


Fortunately, forward-looking educators and other professionals concerned 
with the welfare of the handicapped have not been willing to accept the 
arbitrary exclusion of patients with muscular dystrophy from current pro- 
grams. Life expectancy for all the handicapped is increasing and may be 
expected to follow the same course for dystrophics as well?) There is in- 
Creasing recognition that a program for severely handicapped children must 
be adjusted to the abilities, limitations and circumstances of each child.* 
In time, experience can be expected to show the full range of capabilities 
of dystrophy patients and the variety of programs needed for their educa- 
tional development. 

Special school facilities are not necessary during the early stages of mus- 
cular dystrophy. So long as the orthopedic handicap .is not seriously dis- 
abling, the child with dystrophy should continue to attend the local school 


schools that have special classes for the handicapped child, facilities may 
be adequate for a certain length of time; but with increasing disability, he 
will finally require considerable personal attention and special facilities. By 
the time he is confined to a wheel chair, attendance at a special school is 


and suitably distributed toilet facilities. Auditoriums and lunchrooms, as 
well as classrooms and desks, must be specially designed, and a sheltered 


entrance or passageway for unloading from transportation vehicles directly 
into the building is desirable. 
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Many special schools are also equipped to meet the special health needs 
of their pupils. Attendants assist the teachers in their personal care; facili- 
ties are provided for physical and occupational therapy; and solaria, warm 
pools, and rest rooms are provided. The teachers are specially trained in the 
technics of educating handicapped children and are selected for their jobs 
because of an interest in programs of special education. 

Unfortunately, a great number of these schools do not provide direct 
medical supervision for the children in attendance, and this is an unsatis- 
factory situation for the muscular dystrophy patient. Since his disability is 
progressive, the child should receive closer medical supervision than might 
be necessary for orthopedic conditions that are arrested. Since dystrophic 
children find traveling particularly difficult, it is essential that educational 
facilities include not only health supportive measures, such as dining and 
rest rooms, but also facilities for medical examination and treatment." 

Transportation to school is also a very important problem for these children 
and should be included in the special school facilities. Even in its early 
stages, dystrophy causes difficulty in climbing steps. The children there- 
fore find public transportation burdensome and oftentimes dangerous, and 
when the bus step is high, they need personal assistance in getting on and off. 

Experience in cities that provide transportation for dystrophy patients has 
shown that various plans may be successfully followed. In San Francisco, 
for example, taxicabs are used; four or five children are carried in each cab, 
with minimal time in transit. Wheelchairs are not transported from home; 
instead, extra wheelchairs are available at the school for those children who 
need them. At the Spalding School in Chicago, a bus-loading platform is 
enclosed within the building. Children can walk directly into the buses, 
which also have space for wheelchairs. Special types of buses have been 
commercially developed for transporting severely handicapped children and 
are in use in several cities. 

The cost for all these special transportation facilities is a substantial item in 
the education budget for handicapped children, and the annual cost may 
exceed $200 per child. Although this is a large sum, it covers an essential 
item, for children with muscular dystrophy, like others seriously handi- 
capped, often cannot attend school at all unless transportation is provided. 

For those children who cannot attend school, it is important that arrange- 
ments be made for classroom participation through the use of permanent 
telephonic connection. Commercial equipment has been developed which is 
well adapted for this purpose and is available at modest cost.2?_ In a number 
of cases, service clubs have provided equipment in order that home-bound 
children might benefit from the classroom program. 


VOCATIONAL TRAINING 


In developing a training program that will help these patients make a 
proper choice of vocation, their muscular weakness is a factor that must be 


taken into consideration. Dystrophics are now filling a great variety of 
clerical and factory jobs which they may continue in, so long as their mus- 
cular power is adequate. Typing, for example, is a skill which many of them 
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can utilize, although it may be necessary in time to provide them with elec- 
tric typewriters. With the physical strain thus reduced, these patients may 
be able to continue typing with good competence for a number of years. 


Many adults with dystrophy have never received adequate schooling in 
childhood, and have therefore been unable to achieve self-sufficiency, For 
this reason, it is important to eliminate existing age limits on schooling for 
the severely handicapped. If this were done, many patients who are not 
employable now can be trained for vocational usefulness and independence,? 

Retraining of adults with dystrophy is important, as these individuals may 
some day find that they are no longer able to pursue their previous occupa- 
tions because of the increasing loss of muscle power. Because the disease 
cannot be arrested, further loss of muscle strength may be anticipated, even 
after training. Experience with vocational rehabilitation during the past 
decade has demonstrated that considerable benefit can be achieved even in 
cases where previous skills can no longer be used. While many official 
programs have excluded patients with dystrophy solely because of their 
primary diagnosis, a few have recently been willing to accept patients for 
training. 


RrsEAncH NEEDS 


Except for reports of psychological testing and a few studies of psychologi- 
cal and emotional factors associated with muscular dystrophy, very little 
specialized literature is available on the educational aspects of muscular 
dystrophy.4.13.15,16,18,19 There js need for better understanding of the edu- 
cational problems brought about by this disease. Experimentation with edu- 
cational procedures is desirable in order to discover more suitable technics of 
assisting patients to benefit from existing and future opportunities. More 
studies are also needed of the psychological and emotional effects of a pro- 
gressive disease on the patient and his family. 


Current Ourrook 


Educational facilities for handicapped children are increasing and more 
financial support is becoming available for program development. Pressure 
from parents and educators has had a cumulatively valuable effect, Special 
schools in one area are providing the proof needed to establish schools in 
all areas. Experiments with residential schools and special boarding plans 
also provide a stimulus for imitation. 


Considerable public support has attended the efforts to develop programs 
for muscular dystrophy patients. The stimulus for this interest has come 


the stimulation of medical research in muscular dystrophy and allied neuro- 
muscular disorders. At the same time, it has recognized the immediate 
needs of patients for current assistance with medical and other problems. It 
has attempted to meet these needs by initiating medical clinics at leading 
medical institutions in all parts of the country. 
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More recently, this organization has broadened its program to include 
educational, vocational and social aspects. As a result of these efforts, mil- 
lions of Americans have consequently become aware of the disease, its 
nature and its social importance.?? 

Public interest, in turn, is having a salutary effect on official medical and 
educational agencies, who are re-examining their policies with regard to 
these patients. However, at present few children are participating in school 
programs. Thus far, we have seen mainly the sad results of cumulative 
neglect. 

There is need for vigorous expansion of the special educational programs 
that have been established for only a handful of these individuals. We have 
seen the opportunities that are being provided in some areas through special 
schools. "These opportunities must be increased in great number so that all 
dystrophics may be benefited. This is the challenge for a brighter future. 
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The conquest of tuberculosis, one of the oldest diseases known, appears 
to be within the realm of possibility. The advent of antimicrobial therapy, 
the use of the new drugs, has spectacularly reduced the general death rate 
from tuberculosis. There has been an even sharper reduction in tubercu- 
losis among children., The death rate from tuberculosis in children under 
15 has fallen more than 80% in the past twenty years. As tuberculosis in 
adults has lessened, the chances of infection of children has been greatly 
reduced, for tuberculosis is a familial disease and much of the infection of 
children takes place in the home. 

Yet this disease still remains a public health problem of real magnitude, 
for although the deaths have dropped markedly, the new cases of tubercu- 
losis have not decreased at the same tempo. Over 83,000 new cases were 
diagnosed in 1953. Continuous and alert control measures, intensified 
massxraying (case-finding) surveys and tuberculin testing programs, and 
dogged research for still more effective drugs which will kill the tubercle 
bacilli in the human body without destroying sound lung and other body 
tissues surrounding the diseased areas, will be needed to deal the final blow. 


Hisrony 


Tuberculosis has always been one of the greatest scourges of mankind. 
It is one of the oldest diseases known. Traces of tuberculosis have been 
found in Egyptian mummies, Early Chinese writers wrote of it accurately, 
and Hippocrates described its Symptoms in great detail. In 1882 the 
tubercle bacillus, the causative factor, was identified by Robert Koch. Sana- 
toria and hospitals sprang up in great numbers, usually in isolated areas far 
from cities. Climate was thought to be an important factor, and the moun- 
tains to have some special healing quality. The ratio of beds to annual 
deaths climbed until five beds per annual death was the goal. Today this 
trend is reversed, and early ambulation is the goal instead of months and 
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years in bed. The practice of computing beds needed according to number 
of deaths is no longer used nor valid. 

Tuberculosis still remains one of our greatest problems throughout the 
world. With the advent of the new antimicrobials, and new surgical tech- 
niques, hope is felt for the eventual control of this universal disease. There 
has already been a sharp reduction in deaths from tuberculosis in many 
parts of the world, notably our own. In 1900 tuberculosis was first in the 
list of causes of death in the United States. Today it is tenth. In 1900 
the death rate was 202 per 100,000. Today it is 10. In children the drop 
in both incidence and deaths has been greater than in adults so that the 
emphasis has changed from open-air classes, day camps and day boats to 
regular classroom attendance for children with asymptomatic primary tuber- 
culosis, and those with more serious forms of tuberculosis who have been 
discharged from hospitals with their disease under control, with continuous 
education advocated throughout most of the hospital stay. 


Tue Nature or Tunrncurosis 


Definition and Etiology. "Tuberculosis is a communicable disease caused 
by the tubercle bacillus. It is usually transmitted by direct infection from 
an individual with active tuberculous disease, and in the great majority of 
cases the bacilli are conveyed through droplet infection from coughs or 
sneezes and are inhaled into the lungs by the recipient. Handling con- 
taminated articles used by active tuberculosis patients may also be a source 
of infection, the germs being carried from the hands to the mouth and into 
the intestinal tract. Tuberculosis may affect any part of the body, but it 
most often affects the lungs, pulmonary tuberculosis accounting for more 
than 90% of the incidence and deaths from this disease in this country.* 


Types of Tuberculosis and their Symptoms. There are two types of tuber- 
culosis, the primary infection and the reinfection type, the latter indicating 
a reinfection by tubercle bacilli of already sensitized tissues from the pri- 
mary infection. . 

The primary infection takes place most often in childhood but can occur 
at any age when exposure to the tubercle bacillus takes place. The term 
‘childhood tuberculosis’ formerly used to denote first infection. with the 
tubercle bacillus has been discarded. ‘Primary infection’, now used, is a more 


accurate term indicating the process which follows directly upon the first 


implantation of tubercle bacilli in the body. Only a minority of persons 
who acquire a primary infection develop clinical disease, but in a few the 
primary infection may become progressive from the beginning, may not heal 
completely, or may lie dormant in the body for a long time, only to progress 
later. A healed primary infection does not confer protection in case of sub- 
sequent exposure. Approximately two-thirds of the population of the 
United States develop primary infection at some time in their lives, but 
fewer than one in a hundred have any further tuberculous disease.2 A few 
in later years may develop tuberculosis of the lungs, or of the bones, joints, 
skin, kidneys or other organs; for even after the primary infection has sub- 
sided, live tubercle bacilli may remain in the primary focus and hilar glands. 
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The primary infection may run a benign course in children, and is usually 
non-communicable. Such children have no symptoms and should lead 
normal lives and attend regular classes in school. The primary infection is 


weight; anemia; and pallor. It is very important for the teacher to know 
that a child who appears constantly fatigued, or listless, especially in one 
formerly active and alert, shows little interest in his classroom work, is 
lethargic and too tired to play with other children, may have symptoms in- 
dicating tuberculosis rather than wilful inattention to his lessons. Such a 


Cough is seldom present, nor expectoration. For this reason primary 
tuberculosis is seldom contagious to others. The tuberculin test is of the 


kept at optimum health level, with freedom from contact with open tubercu- 
losis cases and absence of emotional strain, and with adequate nutrition and 


person in whom a primary infection has healed. It is difficult to draw a 
sharp line between the primary and the reinfection type, the latter still being 
spoken of sometimes as ‘adult type’ tuberculosis. It may be the result of an 
exogenous infection, that is, a new exposure with new bacilli taken into the 
body; or an endogenous infection, that is, the breakdown of the primary 
focus discharging bacilli already in the body into other parts with resultant 
new foci of disease. In either type of lesion, primary or reinfection, spon- 
taneous healing or spontaneous Progression of disease may occur. The new 
invasion may affect various parts of the body. Some of these will be dis- 
cussed briefly, 


Chronic Pulmonary (lung) Tuberculosis. Chronic pulmonary tubercu- 
losis, the most frequent form of reinfection tuberculosis, tends to progress 
slowly in children, with the period between the first infection and the de- 
velopment of clinical disease sometimes months or even years, although this 
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is not universally true. Racial differences can affect it. The most frequent 
symptom in chronic pulmonary tuberculosis is fatigue due to the toxemia of 
the invading germs. In the early stages this may be the only symptom. If 
the tuberculosis is not discovered in this stage, the disease progresses, the 
fatigue and lassitude increase, and loss of appetite, loss of weight and slight 
fever may be present. Cough and expectoration, hoarseness, shortness of 
breath, digestive disturbances, night-sweats, and occasionally hemoptysis 
Chemorrhage from the lungs) may occur as the disease progresses. Seldom 
are all these symptoms present, but any of them may be a danger signal and 
should be enough to send the person to seek skilled medical advice. Tubercu- 
losis is an individual disease, and seldom do two persons react to it in the 
same manner. Some with minimal or early disease feel and appear quite 
ill, while others with advanced or even far advanced disease may have few 
symptoms and not feel ill at all. Thus tuberculosis can reach the advanced 


stage without persons being aware of it. 


Miliary Tuberculosis. Miliary and meningeal tuberculosis are encoun- 
tered more frequently in children than in adults. Miliary tuberculosis is 
tuberculosis which has spread throughout the body by way of the blood- 
stream, developing tiny lesions in most of the organs of the body. It is one 
of the most serious forms of the disease and before the advent of antimi- 
crobial therapy killed quickly, but recovery is now being effected by the 
drugs in many children. The symptoms vary greatly from child to child. 
Some may have complete absence of symptoms while others are so gravely 
ill they succumb to the disease within a few days. Unless treatment with 
drugs can be instigated immediately and pursued with vigor, the chances 


for survival are poor. 


Tuberculous Meningitis. Tuberculous meningitis is an infection of the 
covering of the meninges of the brain. This is an even more serious type 
of tuberculosis, but is gradually yielding to drug therapy. From forty to 
seventy-five percent of persons who develop tuberculous meningitis now re- 
cover with prompt medical treatment and drug therapy vigorously pursued, 
whereas formerly this form of tuberculosis was one hundred percent fatal. The 
chance for survival is altered by age. Children over three have a better 
prognosis than young adults and much better than individuals over 55.* 
Symptoms vary according to age. In infants, high fever, restlessness, con- 
vulsions, and diarrhea; in children, loss of appetite, malaise, rapid pulse, 
fever; in adults, gastro-intestinal symptoms, vomiting, headache, and consti- 
pation. As the disease progresses the patient has acute pain in the crown 
of the head, vomiting and thirst. In the later stages, the pulse becomes slow 
and irregular, the child becomes drowsy and comatose and is hard to awaken.* 
'These were the classic symptoms encountered in the pre-antimicrobial 
period. All are lessened with drug therapy, if the condition is diagnosed 
early enough and combined drug therapy started before the disease has had 


chance to progress. 
Bovine Tuberculosis. This type of tuberculosis, once a serious disease 


which caused most of the tuberculosis of the bones and joints, has been 
virtually eradicated in the United States through a rigorous program of 
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tuberculin testing of cattle, with the slaughtering of animals with tubercu- 
losis, and the pasteurization of milk. In other countries where such strict 
controls do not exist, the incidence of bone and joint tuberculosis is much 
higher. 


Other Forms of Tuberculosis. "Tuberculosis of the skin, lymph. glands, 
kidneys, intestines, and other parts of the body are all being brought under 
control by the new antimicrobials. 


INCIDENCE 


Morbidity. For several years the number of active tuberculosis cases in 
the United States has been estimated to be approximately 500,000, but a 
carfeul study of case-finding surveys of the past two or three years has proved 
this estimate to be too high. 400,000 is a more realistic figure. Of this num- 
ber only about 250,000 are known to health departments. The other 150,- 
000 include those who are not aware they have tuberculosis or those under 
medical supervision but undiagnosed or not reported. Again on the basis 
of mass x-raying findings, there are known to be approximately seven in- 
active cašes of tuberculosis for every thousand adults. This would make 
the total number of inactive cases throughout the United States about 800,- 
000. Thus 1,200,000 Americans need some medical care or supervision 
for active or inactive tuberculosis; many of them are potential spreaders of 
disease How many of these are children is hard to determine, as few 
figures are available for this age group. 


Mortality. The death rate at all ages from tuberculosis was 40 per 100, 
000 population in 1945. In 1953, only eight years later, it had dropped to 
12.3 per 100,000 population, and is still declining. The estimated death 
rate for 1954 for the United States is 10 per 100,000 population, in Denmark 
10, in Canada 12, Sweden 15, England and Wales 20, France 37, and 
Puerto Rico 47 per 100,000 population.9 


Significant Age Changes. "There has been a marked shift in the age at 
Which people become ill with tuberculosis. For three years we have been 
citing the ages 15 to 35 as those of greatest danger from this disease. In 
1933 pulmonary tuberculosis was a disease of young people. Three-fourths 
of all tuberculosis occurred in individuals under 45 years of age. However, 
by 1952, 44 percent of the reported cases were over 45 years of age, and 63 
percent of all new cases were men. This shift in the age distribu- 
tion is significant for tuberculosis formerly fell in the years of highest pro- 
ductivity in men and in childbearing years in women. Now more than 
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TABLE I 


Tuberculosis Morbidity and Mortality Rates In 
Selected Age Groups* United States, 19528 


Ace Group New Case RATE* Deatu RATE* 
15-24 53 
25-44 69 14 
44-64 84 30 

65 and over 82 49 


*Per 100,000 population. 


In the non-white population the figures are much higher. Both new 
case rates and death rates are about three times as high for the non-white 
population as for the white, with the deaths and new case rates higher for 
men than for women in both white and non-white groups. 


TABLE II 


Tuberculosis Morbidity and Mortality Rates 
By Race and Sex, United States, 19529 


Race, SEX New Case RaTE* Derartu RATE* 

White: 58 18 
Male 31 7 
Female — — 
"Total 45 13 
Non-white: 173 54 
Male 119 4] 
Female — — 
Total 145 42 


*Per 100,000 population. 


Incidence of Tuberculosis in Children. Worldwide statistics for children 
with tuberculosis are not available, nor is it even possible to obtain the num- 
ber in the United States. Figures are available for selected areas, of chil- 
dren reported to the health authorities, but not for the country as a whole; 
therefore, the magnitude of the problem is hard to determine. It still re- 
mains a very great problem in some countries such as China, India, Alaska, 
Korea, and among our American Indians. 


The years from five to ten are years of great resistance to tuberculosis and 
comparative safety from this disease. The incidence is still low up to age 
15. With the beginning of puberty, there is a steady rise. Infants and 
children with tuberculosis do not constitute a serious danger to others. 
Active pulmonary tuberculosis is rare in this age group, and tubercle bacilli 
are almost never recovered from the sputum, although they can occasionally 
be found by culture of the gastric contents. In the period 15 to 30, women 
have higher incidence and death rates than men; but after the age of 30, 
the disease is much commoner in men and continues to be from that age on.? 
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Dracnostic PROCEDURES 


Tuberculin Testing, X-ray and Sputum Testing. Tuberculin testing is 
used both as a diagnostic procedure and as an indication of the extent of sig- 
nificant infection in any community. As mortality, and to a lesser degree 
morbidity rates decrease, the importance of the tuberculin test increases as a 
diagnostic factor. The best indication of control of tuberculosis is the degree 
to which infection is being prevented, for without infection there can be 
no disease. This can be measured by the tuberculin reaction in samplings 
of the population. A recent study of high school students in New York 
City’? showed that 13.5 percent reacted positively to the tuberculin test. 
By contrast in 1938, 15 years before, almost 50 percent in the same age 
group were positive reactors. Similar reductions have occurred at other 
ages. In the University of Pennsylvania, where since 1931 the Mantoux 
test has been administered to male students entering the undergraduate 
school, the percentage of positive reactors dropped from 51 to 14. Amongst 
medical students entering the same school, the positive reactors dropped from 
71 percent in 1938 to 20 percent in 1953.1! These lowered rates mean that 
infection of younger individuals is being prevented. There is also evidence 
to show that the frequency of infection has been postponed, so that a smaller 
proportion of initial infections are occurring in childhood, and a larger 
proportion in adult life, than formerly happened. 


Mantoux and Patch Tests. The tuberculin test is usually administered 
by the Mantoux or the Patch test methods. The Mantoux is more accurate 
than the Von Pirquet, the scratch test formerly used extensively, or the 
Patch test, as the amount of Old Tuberculin used can be measured more 
accurately. For this reason, a larger number of positive reactors are obtained 
with the Mantoux test. The solution is injected into the superficial layer 
of the skin of the forearm and read forty-eight to seventy-two hours later. 

The Patch test is administered by attaching a small square of filter paper 
saturated with a solution of Old Tuberculin (an extract of the products of 
the tubercle bacilli), to the forearm or back with adhesive. The patch is 
removed in seventy-two or ninety-six hours after application. A positive re- 
action to either test is one that shows redness and induration (raised area) 
around the site of the injection or the patch. If no redness or induration are 
apparent, the reaction is negative. The physician may wish to re-test with a 
stronger solution of P.P.D. (Purified Protein Derivative), the solution of 
Old Tuberculin advocated by the Committee on Diagnostic Standa:ds of the 
National Tuberculosis Association.12 

A positive tuberculin test indicates that the child has taken into his body 
some tubercle bacilli at some time in his lifetime but does not mean that he 
has active tuberculosis. It indicates the need for x-ray of the lungs and 
further clinical study. If the x-tay shows no evidence of disease, or a healed 
primary lesion, the child should not be excluded from school but should be 
allowed to engage in regular classroom activities as advised by his doctor. 
Children with x-ray evidence of a healed primary infection should be fol- 
lowed closely, with periodic examinations and x-ray at intervals prescribed 
by the physician. If the x-ray shows evidence of changes in the lungs or 
hilar lymph glands, further diagnostic procedures, examination of the sputum 
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or gastric washings, and other laboratory tests are indicated with exclusion 
| from school, hospitalization, or home care under close medical supervision, if 
tubercle bacilli are found. 


Bacillus Calmette-Guerin (BCG). Because of the controversy today over 
this form of vaccination, a word must be said about BCG. This is the vac- 
cine Dr. Calmette and his associate, Dr. Guerin: developed while working 
in the Pasteur Institute in Paris. Made from a live but very weakened strain 
of bovine tubercle bacillus, the vaccine was first used on humans in 1921 
and has been used extensively in some of the Scandinavian countries, par- 
ticularly Norway, where it has been compulsory for a number of years. It 
is given to persons who have a negative skin reaction to the tuberculin test, 
that is, those who have never been infected with tubercle bacilli and there- 
fore have not built up their own immunity. In this country, BCG has 
been used mainly to vaccinate those in close contact with active tuberculosis 
cases, — for example, doctors, nurses, teachers in tuberculosis hospitals in 
contact with tuberculous children, and children in contact with active tu- 
berculous adults in the home. 

BCG has been administered also to groups in which there is a very high 
incidence of tuberculosis, such as American Indians and Negroes. The 
World Health Organization has carried on an extensive program of BCG 
vaccination in many countries throughout the world where the incidence of 
tuberculosis is exceedingly high. Approximately 50 million people all over 
the world have been vaccinated with BCG, yet today the question of its 
usefulness remains one of the most controversial issues in the field of preven- 
tive medicine. Myers!? feels it to be an unnecessary procedure stating 
“there are areas where tuberculosis has been completely eradicated from 
school children.” In the United States, although BCG vaccination has been 
used to a limited degree and only with selected groups, the general improve- 
ment in morbidity and mortality rates from tuberculosis has been as sub- 
stantial as in some countries where compulsory vaccination has been prac- 
ticed for years. Improvement in environmental conditions, freedom from the 
ravages of war, better nutrition, prevention of contagious and debilitating 
diseases, higher ‘standards of living, personal hygiene, and better housing 
have all played their part. Children are better cared for, healthier, and have 
higher resistance to disease. Better case finding, earlier recognition of symp- 
toms, and spread of education regarding tuberculosis through radio, televi- 
sion and integration in the school curriculum have been valuable aids in 


bringing about this improvement. 


‘TREATMENT OF 'TusERCULOSIS 


Bed Best. Bed rest has been the basic treatment for tuberculosis ever 
since Dettweiler founded his sanatorium, with rest as the keystone, in 1876; 
but the effectiveness of the new drugs has caused many physicians to ques- 
tion the necessity or even advisability of prolonged bed rest today. Many 
controlled studies have been started to investigate this phase of treatment 
but they will require a long period before any definite conclusions can be 
drawn. Until these studies are completed, the long established regime of 
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bed rest is continuing, in order to reduce the work of the affected lungs and 
give them their maximum chance to heal An individual on bed rest 
breathes about one-third less volume of air than one who is standing, and 
less than half as much as one who is walking.!* Aside from its effect on the 
lungs, bed rest gives the body as a whole an opportunity to strengthen its 
powers of resistance against the disease. 


Bed rest, especially for children, can best be carried out in a hospital or 
sanatorium, where the facilities are keyed to maximum rest with good nursing 
and medical care always at hand. Unless the home conditions can approxi- 
mate those of the hospital and an equally effective program of rest can be 
carried out, the hospital should be used. Free hospitalization for children 
and adults is available in this and most progressive countries, recognizing 
that tuberculosis is a contagious disease and isolation facilities must be pro- 
vided as part of community protection. The modern tuberculosis hospital 
is often an integral part of a large medical center, giving the patients ready 
access to specialists in other medical fields for consultation and study when 
needed. Since climate is no longer a factor to be considered in tuberculosis, 
such medical centers, usually situated in the midst of urban centers, afford 
better opportunities for families to visit frequently, a most important factor 
in the recovery process, particularly with children. 


Antimicrobial Therapy. The treatment of tuberculosis has undergone a 
radical change in the past ten years. Since the advent of antimicrobial 
therapy (a term now used in preference to chemotherapy) about 1945, the 
length of stay in tuberculosis hospitals has been reduced, the care of tubercu- 
losis patients in their horhes increased, and conditions such as tuberculous 
meningitis and miliary tuberculosis brought under control. Chest surgery 
has played an increasingly important role, with many patients controlling 
their disease with drug therapy sufficiently to allow extensive surgery with 
excellent results. The drugs most in use at this time are streptomycin or 
dihydrostreptomycin, PAS (Para-aminosalicylic acid) and isoniazid. 


Streptomycin, a soil mold discovered by Waksman in 1944, is seldom ad- 
ministered alone, as the tubercle bacilli become resistant to it in a compara- 
tively short time and learn to live in the presence of large amounts of it. The 
addition of PAS or isoniazid slows down this drug resistance and makes it 
possible to administer treatment over a much longer period of time. These 
drugs do not kill the tubercle bacillus in the body as they do in the test 
tube, but suppress its growth and slow down the rapid multiplication of 
bacilli within the lungs. Conversion of sputum, from positive to negative, 
occurs more rapidly with the administration of drugs; thus, shorter periods 
of hospital care are required, releasing beds for the more acute and advanced 
cases. In New York City, a program of treatment of tuberculosis patients 
with drugs in their homes is being tried. About 3,000 patients are partici- 
pating in this program, an experiment which is being watched with great 
interest. Set up originally when beds in hospitals were scarce, for patients 
to start on drug therapy without delay while they were waiting for admis- 
sion, for patients who had been discharged from hospitals with recommenda- 
tions to continue antimicrobial therapy, and for those who refused hospital 
care, it is now used mainly for the last two types of patients, for the shorter 
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hospital stays have eliminated the long waiting lists. In most hospitals today 
the use of drugs has become routine treatment immediately upon hospiliza- 
tion for all patients with active and potentially progressive tuberculosis. 
Treatment for long periods with bed rest has given way to the more active 
drug therapy regime administered for a period of six to nine months, with 
many patients benefiting from much longer periods of 12 to 18 months or 
more, depending on the type of tuberculosis under treatment.!* 

In acute miliary and tuberculous meningitis in children, streptomycin, 
PAS, and more recently isoniazid are used, — in some cases, a combination 
of all three. The earlier treatment can be instituted and the longer it can 
be carried on the better the results. Children tolerate the drugs well, better 
than adults and with fewer toxic manifestations. 

"Tuberculosis of other parts of the body, — bone, joint, cervical glands, etc., 
— yield well to drug therapy in conjunction with rest. The treatment of 
children with primary tuberculosis with antibiotics, however, is still a matter 
of controversy. Most primary tuberculosis runs a benign course. Treating 
every child with drugs in this primary stage may deprive him of them at 
some later date when he may need them more should active tuberculosis 
occur; for if the bacilli develop drug resistance, it would render them in- 
effective later. 


Surgical Procedures. Bed rest alone, or with antimicrobial therapy, may 
not be sufficient to control the disease. Other measures designed specifically 
to put the lung at greater rest may be necessary. The collapse procedures, 
pneumothorax and pneumoperitoneum, are minor surgical procedures but 
carried out under strict aseptic techniques. They are designed to curtail 
the motion of the lung by compressing it through the introduction of a 
measured amount of air into the pleural space surrounding the lung (pneu- 
mothorax), or into the abdominal cavity (pneumoperitoneum), causing ele- 
vation of the diaphragm, the large muscle which divides the abdomen from 
the chest cavity, by pushing the lung upwards. The latter collapse method 
is supplanting pneumothorax, as it relaxes both lungs to some extent and 
causes fewer complications. 

Major surgical procedures may be indicated when large cavities, extensive 
or progressive disease make more stringent measures necessary. The role of 
o affording a greater degree of rest of the lung, is to 
remove those tuberculous lesions which cannot heal completely even with 
the aid of drugs, and to remove the portions of the lung already destroyed 
by the tuberculous disease. Pulmonary resection or surgical excision of 
lung with persistent tuberculous disease is the leading 
surgical measure in many tuberculosis hospitals today. Drug therapy almost 
always precedes surgical intervention and is given routinely following it. 
Thoracoplasty (removal of ribs over the diseased area allowing the chest 
walls to fall in, compressing the lung, relaxing and resting it) lobectomy 
(removal of one lobe of the Jung which has extensive cavitation or disease) 
and pneumonectomy (removal of an entire lung when disease has spread 
throughout it), are other surgical procedures in common usage. After long 
courses of treatment with drugs, the disease in the lung frequently becomes 
somewhat localized; a surgical procedure, wedge resection, can cut out this 


surgery, in addition t 
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section if it is small and near the surface of the lung.!® Surgery is one 
more weapon in the battle to bring tuberculosis under control. It cannot be 
used as a substitute for bed rest, drug therapy, or good nutritious food, but 
used selectively it can save many lives and restore many patients, young and 
old, to lives of usefulness and security. 


PREVENTION 


The prevention of tuberculosis depends largely on good personal hygiene, 
optimum standards of cleanliness, nutrition, and good family adjustment. 
These are basic, although many other factors have a bearing.. Proper treat- 
ment of the patient is itself a large part of prevention, because it removes the 
source of contagion from susceptible persons. In well organized communi- 
ties, hospital treatment of the patient is supplemented by supervision and 
education of the family at home. 

Certain occupational groups present special problems in the prevention 
of tuberculosis. One is the personnel of agencies caring for children. Domes- 
tic servants and baby-sitters are possible sources of infection for both chil- 
dren and adults. There is also some risk of exposure to tuberculosis from 
beauticians and barbers, particularly when their clientele is relatively fixed. 
Doctors, medical students, nurses, dentists, technicians, and other hospital 
personnel face the problem of exposure. Every measure possible must be 
taken to protect them, by periodic x-rays and routine chest examinations of 
all personnel and x-rays of patients at the point of admission to the hospital. 
The risk of infection is proportional to the amount of exposure and depends 
on the closeness of contact, the duration of the exposure and the willingness 
of the sick person to exercise care in avoiding coughing or sneezing without 
covering his mouth and nose carefully, burning or boiling contaminated 
articles he has handled, washing in scalding water eating utensils which 
have come in contact with his mouth, and proper collection and disposal of 
sputum by burning where possible or adequate disinfection before disposal 
in other ways.!* 

In the past, preventoria have been used as a preventive measure for chil- 
dren from tuberculosis families who had a positive reaction to the tuberculin 
test. Today, when the tuberculous patient himself is often in the home, 
education in the precautionary measures to be taken must be intensified to 
protect the whole family. The preventorium still has a role to play. It 
serves its purpose when the home situation is unsatisfactory or when an 
acute social situation forces a child from the home. The word ‘preventorium’ 
is, however, a misnomer. The type of care provided does not prevent 
tuberculosis as much as provide separation from contact with active tubercu- 
losis cases and inculcate healthful attitudes in the child as a protective 
measure against later illness. Education of the family in the child’s needs 
must go on simultaneously if the preventorium experience is to have any 
real or lasting value. 

The same may be said of the special summer camps. The child is there 
too short a period to have any real value in affecting the tuberculous process. 
Frampton and Rowell in Education of the Handicapped, quoting Hill, stated 
as far back as 1940, "It is not advisable to spend large sums to maintain pri- 
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mary cases in sanatoria, preventoria, special schools, fresh-air classes or sum- 
mer camps. He prefers to use the money for tuberculin and x-ray surveys, 
followed when, as, and if necessary with a program in the child's home."!* 
This is as valid today as when it was written and is in keeping with present 
trends. Segregation of tuberculous children in classrooms is becoming out- 
moded. Relief from the stress of competition with non-physically handi- 
capped children must be weighed against the possible psychological harm 
by segregation into tuberculosis groups. An understanding and realistic ap- 
proach to this part of the school program is very important. 

The importance of the teacher having some knowledge of tuberculosis is 
self-evident. The routine chest x-raying of teachers and other school per- 
sonnel has become an accepted fact. Without doubt this has had a bearing 
on the marked reduction in tuberculosis in school children, since sources of 
infection formerly unobserved have been removed. It has served as an 
educational medium for the school staffs, too. All teachers active in the 
hospital or home-teaching programs are required to show a positive tubercu- 
lin reaction, a safety factor for those in close contact with tuberculous 
children. 


PROBLEMS IN THE EpuCATION AND CARE OF THE TUBERCULOUS 


Behavior of Persons with Tuberculosis. Few scientific studies have been 
undertaken from which accurate data can be obtained on this phase of 
tuberculosis. Those studies which have been done indicate there is no 
common behavior pattern in the tuberculous child or adult. Kramer stated 


that: 
the psychology of the tuberculous child does not differ essentially from that of children 
who are not tuberculous. Reactions common to other types of physical disabilities in 
which physical activities must be drastically reduced or completely curtailed, are charac- 
teristic of the tuberculous child. The development of psychopathological symptoms does 
not usually rest with the morbid process itself but with the attitude the child learns 
to take toward it . . . over-protection and over-indulgence of the tuberculous child will 
produce emotional and mental immaturity which is especially harmful to a young indi- 
vidual who is confronted with the danger of physical handicap and a lack of communal 
socialization.!9 

Wittkower?? has nothing to say of the behavior pattern of children al- 


though in his opinion a special personality type in tuberculosis does not exist: 
He ruminates on the fact that so many persons in civilized communities come 
into contact with tuberculosis, from persons with undiagnosed tuberculosis, 
yet only a few develop the disease. He believes only through thorough in- 
vestigation and psychiatric research will we learn the reasons. Hartz states: 


the whole topic of human relationship is in need of study and consideration in relation 
to the problem of control of tuberculosis. Patients all arrive at the sanitorium with some 
degree of emotional disturbance. In terms of management, pulmonary tuberculosis can be 

ality as it is of the lungs. These factors constitute real 


as much a disease of the person: 
reasons for careful education and psychological planning to meet the need of the tubercu- 


losis patient child or adult.?1 

Banister?? writes: 
in the tuberculous child the type of psychological reaction depends to a great extent 
on the attitudes and treatment he receives from adults. Lack of physical activity curtails 
the emotional outlets, while adult over-protection and excessive parental solicitude create 
emotional problems which are not caused directly by the disease but are important even 


though accidental byproducts.?? 
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There seems to be no relationship between intelligence and tuberculosis. 
Page?* found unjustified the notions that tuberculosis patients possessed a 
special ‘character’, but on the basis of his findings that tuberculosis patients 
in general were psychologically distressed he suggested psychotherapy as a 
regular part of institutional treatment. He also advised training in mental 
hygiene for the medical, nursing, and social work staffs. This has long been 
recognized as a need and recommended strongly by workers in the health 
field and other medical groups. 

Bakwin reporting on a study of twenty-five children in Bellevue Hospital 
studied by Dubo?* stated that: 


a child with active tuberculosis shows specific psychologic reactions to his disease. The 
behavior is characterized by diffuse motor activity, aggressive outbursts, and an inability 
to cooperate in the most important aspects of treatment. Though they generally accept 
without complaint procedures such as injections, pneumothorax, and even major opera- 
tions, they resist bed rest and limitation of activity vigorously. This behavior stems from 
intense anxiety and deep preoccupations. Much of the thinking of the child is concerned 
with death. This motif is prominent in his conversation, his dreams, his fantasies, and 
his drawings. Primary tuberculosis, even when serious is often symptomless. To the child 
his disease is an abstract concept. The insidiousness of tuberculosis makes it all the more 
frightening and threatening. The natural response to danger is increased physical activity, 
but the child with tuberculosis is expected to be quiet. 

Dubo suggested the following: 

1. There should be an opportunity on the ward for the development of 
family constellations with consistent parent substitutes. This is especially 
important for the younger age group, and particularly the infants. 

2. Adequate recreational facilities and opportunities for creative activity 
should be available to give the child a feeling of social participation. 

3. Group discussion, organized along the lines of discussion group therapy, 
led by a therapist, will give the children the information about their disease 
which they need and, at the same time, will allow opportunity for airing and 
expressing their worries and anxieties. 

We „Most important is that the child have the opportunity for positive 
identification with the adults about him 


Education. In primary tuberculosis the child ‘needs to be hospitalized 
only during the acute stage (fever, malaise). After this period has passed, 
there is no evidence that further prolonged rest materially alters the subse- 
quent prognosis, and the child should be returned quickly to normal routine 
Continued, skilled medical Supervision is essential, but the breaking up of 
home life and interference with education may be more harmful to the 
child's normal development than any benefits to be gained from prolonged 
sanatorium or hospital care. "The degree of disease will control his school 
program and whether it must be carried on in a hospital, in the home, with 
a teacher assigned by the Board of Education, or in a health conservation or 
regular class. Even the child with chronic pulmonary tuberculosis should 
not be left without an education, unless he is gravely ill.?? Major restric- 
tion on the activities of most children with uncomplicated pulmonary tuber- 
culosis is unwarranted, and thus segregation unnecessary. Those who have 
recovered from tuberculosis or show only a positive tuberculin reaction should 
be treated like normal children and accepted in classrooms, in child-care 
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institutions when necessary, or in the homes without qualification.'* It is 
the province of the physician in the local Department of Health assigned 
the task of deciding when, where, and how much the child can study. 

The child with reinfection type disease seldom belongs in the classroom; 
he should be under active care in the hospital until the acute stage is past. 
Tuberculosis is a chronic disease, — in contradistinction to an acute disease 
of short duration, — necessitating many months of treatment in a hospital, 
sanatorium, or more recently in the home, if the home conditions are satis- 
factory and the child's mother or mother-substitute can give adequate nursing 
care and administer drug therapy. During these months of enforced rest, 
whether in an institution or at home, the child's education should be carried 
on as soon as allowed by the physician. Each child will be evaluated in- 
dividually and prescribed for according to his condition. 

The anxiety engendered by falling behind in his studies may militate 
against recovery and thus prolong the illness and even affect the ultimate 
prognosis. Because of the long period of inactivity during the acute stage 
of the illness, it may be necessary to revive the child's interest in his studies. 
He may wish to prolong the gratifications and attention he received while 
acutely ill and may relinquish them reluctantly. Stimulating his interest 
and arousing his desire to continue his educational studies may be a major 
task for the teacher, and a very gratifying one when accomplished. Exten- 
sion of teaching programs both in the hospital and the homes to tubercu- 
losis children ready to participate in them should be aided whenever possible 
through the medium of radio, television or any other audio-visual aids possible. 

In a child with miliary tuberculosis, the ability to continue schooling will 
be an individual matter based on acuteness of illness and progress under 
drug therapy, and must be decided by the attending physician on an indi- 
vidual basis. As with all children with chronic illness, starting his school 
program will be interpreted by the child as a sign of progress and will be an 
incentive to recovery. 

In meningeal tuberculosis, as in miliary tuberculosis, the child’s school 
program will depend on the progress and prognosis and must be mapped out 
by the physician in charge of the child. Continuation of school studies, 
even for children on bed rest, as soon as the acute stage of the disease is 
past, is of great importance. No school child should be left without school- 
ing, unless he is acutely ill. Long periods in hospitals are sometimes neces- 
sary to control and arrest the disease. If a child of school age is left for 
many months without schooling, his future is jeopardized. He may not be 
able to compete with others or complete his schooling, and will therefore 
be handicapped scholastically, emotionally and vocationally. The degree of 
disease and the stage of recovery will control the timing and amount of his 
school program, but a teacher, should be available once a program has been 
authorized by the physician in the Department of Health controlling this 
and the school doctor to whom he assigns the child. The major responsibility 
for appraisal and recommendation for the education schedule is the doctor's 
role, but he is responsible for interpreting his findings to the nurse, who in 
turn can interpret them to the teacher. Team work among these three 
disciplines is very important. The school doctor may not always be able to 
follow the child as closely as he would desire. The nurse must often act as 
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coordinator and, with the teacher, guard against too active a curriculum or 
play activity. On the other hand, too guarded a schedule with over protec- 
tion on the part of the teacher or parent can be crippling. 

The nurse and the teacher are responsible for carrying out the doctor's 
recommendations. Close contact between these two disciplines is necessary, 
for the nurse can interpret medical findings in simple terms and acquaint 
the teacher with the home situation. Thus a better understanding of the 
limiting social factors in the child's environment may be compensated for 
by more assistance with his school adjustment, more personal attention, more 
praise for achievement, and aid in the amalgamation of the child into his 
social setting in the classroom. For the child who has had tuberculosis is 
often rejected by his classmates, which may result in withdrawal or over- 
aggressiveness. The doctor, teacher, and nurse working together to amclio- 
rate these overt personality traits have a challenging but rewarding experi- 
ence when the readjustment of what are frequently only the temporary 
manifestations of his past illness, subside. 

Scheduling of periodic x-rays for all the child's contacts devolves upon 
the nurse. Once they are linked up with a clinic, she may turn her atten- 
tion to other phases of the child's welfare, requesting special diet allowances 
for the child and the family members under twenty-one in those dependent 
on the Department of Welfare for financial assistance, special clothing al- 
lowances to protect them from inclement or cold weather, re-housing for 
those living in sub-standard or over-crowded living quarters, and attention 
to other health needs of the child and his family. Dental care, eye examina- 
tions, and ear, nose and throat examinations are sometimes indicated. Fre- 
quent visits to the home to discuss the child's welfare with the parents and 
to elicit interest in his school work will be most helpful. These are all prime 
factors in making the child's readjustment to his school experience a satis- 
fying one. 


Summary 


The tuberculous child is less of a problem than he was twenty or even 
ten years ago. The changing age periods in which tuberculosis is found in 
adults has affected the incidence rate in children. Tuberculosis has become 
a disease of older men who are likely to have fewer household members and 
less frequently young children under ten years of age. A study of the age 
relationship of cases of pulmonary tuberculosis? in New York City shows 
that between the years 1937 and 1950 the proportion of new cases and 
deaths from pulmonary tuberculosis occurring in persons 45 and over doubled. 
More than 65% of those who succumbed were 45 years and over and 85% 
of this number were men. Also, half of the newly reported cases of pul- 
monary tuberculosis were found in persons 45 and over, with 36% of all 
new cases men. During the same period a sharp decline in the percentage 
of children reacting to the tuberculin test was noted, and the mortality 
from all forms of tuberculosis in children under ten reached an all-time low. 

The major factors given in Robins’ study as being responsible for this 
reduction were the decrease in tuberculous infection in the community 
with fewer communicable cases of tuberculosis, their more effective isola- 
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tion, and the increased resistance of exposed individuals, resulting from im- 
proved standards of living. But the study showed that individuals in the 
age groups 10 to 34 form a significantly greater part of the household of 
older patients, and that there is an increased risk in exposure to tuberculosis 
of this group; for having escaped contact with the tubercle bacillus in child- 
hood, they are more apt to encounter it for the first time; this might account 
for the sharp rise in incidence of tuberculosis among adolescents and young 
men and women. 

Thus, while the child in the primary grades may not constitute as much 
of a problem, the young tuberculous boy or girl of high school age for whom 
less provision for formal education seems to be made in hospitals and in the 
schools may need to be the focus for the future. 

The child under ten, who appears to have a high degree of immunity to 
tuberculosis is not a problem. In a city the size of New York, with a popu- 
lation of over 8,000,000, only fifty children are on home instruction and 
the number in health conservation classes is at a minimum, while the num- 
ber of those receiving instruction in hospitals is equally small. There are 
only about 450 beds at present assigned to children in the tuberculosis 
hospitals, and they are not all filled. The problem centers around children 
with the more serious, formerly fatal types of tuberculosis, who are now 
being saved but with handicaps due to prolonged hospital stays, sequelae 

| of drug therapy, and slow return to normal. These children need more 
attention than the child hospitalized for a short period during the acute 

stage of a primary infection. 

The problem for adults appears to be not so much a medical one as a re- 
habilitation one. For children of school age, the problem is one of sufficient 
educational personnel and skilled planning to ensure continuity of schooling 
during his illness, — except during the acute phase when he may be too ill 
to study, — without the timeag which exists when he is hospitalized, and 
again when he returns home, which can be so destructive of morale, create 
behavior problems, and militate against recovery physically and emotionally, 
and in preparing him for adaptation back into a competitive vocational set- 
ting after his recovery. This is especially true of adolescent patients. 

The emphasis has changed from hospitalization over long periods of time 
to shorter hospital stays for education of the patient, induction of drug 
therapy, surgery if indicated, and then discharge to home care with con- 
tinued close medical observation, examination, and treatment in an out- 
patient clinic. This calls for wider community education to overcome the 
fear, apprehension, and misinformation about this program, and intelligent 
acceptance of it. ; 

Increased emphasis is being placed on early detection as the first step in 
breaking the chain of infection through stepped up mass xraying Cease- 
finding) programs, x-raying of all hospital admissions both in-patients, and 
out-patients at the point of admission (a rich source of new and undiagnosed 
tuberculosis cases) and an intensive educational campaign to stimulate vol- 
untary yearly x-raying of apparently healthy persons. The annual total 
cost of tuberculosis control in the United States is calculated as $350,000,000, 
exclusive of construction expenses and the cost of training personnel. ‘This 
includes the sum spent on hospitalization, which is estimated at $200,000, 
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000 a year, or more than half the cost of the whole tuberculosis program. 
The average cost of one case of tuberculosis is about $15,000.?* 

Much, therefore, still remains to be done before tuberculosis is finally 
conquered, but the present reduction of tuberculosis in children is a grati- 
fying and hopeful sign. This is a’ period of questioning and change. The 
uncertainty about the status of bed rest and of the value of BCG, and the 
recognition of the value of psychiatrically oriented staffs better able to help 
tuberculosis patients work out their problems and reactions to this chronic 
disease, are indications that interest is swinging from the laboratory to the 
patient. Intensive research is being carried on in many phases of tubercu- 
losis, but more patient-centered studies are being reported. With the addi- 
tion of the new drugs, the task should be greatly simplified. The fact is that 
with every step of advancement, new problems arise. Many more patients 
are suitable for surgery, which necessitates careful selection of drugs, deter- 
mination of the type and timing of surgery, and consideration of duration 
of post-operative drug therapy. While the drugs are useful agents effective 
in inhibiting the growth of the tubercle bacillus, they fall far short of the 
cure of the disease. 

Recognition of tuberculosis as a social problem is greater. Dubos?* has 
stated "Tuberculosis is a social problem involving many factors other than 
the tubercle bacillus. It will be mastered only if society can be perfectly 
fitted to human needs, limitations and urges." 

As long ago as 1937 Frost made a statement which is still tenable. 


It is a fair inference that in this country (United States) we have reached the stage at 
which the biological balance is against the survival of the tubercle bacillus, for year by 
year, the mortality is decreasing . . . We do not have equally direct statistical evidence 
of a proportionate decrease in the prevalence of infective cases. . . Under present con- 
ditions of human resistance and environment the tubercle bacillus is losing ground and 
the eventual eradication of tuberculosis requires only that the present balance against it 
be maintained.?9 


Since these words were written, several new weapons have been de- 
veloped, — antimicrobial therapy, better techniques in surgery, and improved 
photo-fluorographic x-ray equipment for mass-x-raying surveys, — which 
should serve to increase the hope of ultimate eradication of this communi- 
cable and destructive disease. 


RECOMMENDATIONS 


1. The time-lag between the authorization for resumption of schoolwork 
and the child’s assignment to a class or arrangements for a home instructor 
should be reduced. Tuberculosis and the treatment of tuberculosis are in a 
state of flux. As medical thinking has had to be revised due to the enor- 
mously improved situation, so the viewpoint regarding educational aspects 
has had to be revised. The emphasis placed by the hospital personnel, par- 
ticularly the medical, nursing, social work and rehabilitation staffs, on the 
education of the child at the earliest moment in his recovery process points 
up their estimation of its importance in his ultimate prognosis. It has be- 
come as much a part of treatment as bed rest or medical or surgical care. 
Even a child who has been acutely ill will benefit by a return to his school 
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program as early as possible. To fall behind in his grades is an anxiety-pro- 
voking experience and militates against his adjustment in the hospital and 
the recovery process. 

2. There should be increased use of audio-visual aids and any other de- 
vices which will assist the child to learn with the expenditure of the least 
physical energy, particularly those children on strict or modified bed rest, 
whether they are in home or hospital. The extension of radio and television 
instruction wherever possible and feasible and the maximum use of audio- 
visual aids are urged. Unfortunately tuberculous children often come from 
poor home situations with marginal incomes, often on relief. For such 
children, every assistance the community affords should be brought into 
play to assist them to take advantage of the extension programs provided by 
the school. Since the tendency today is to treat tuberculous children in the 
home, the school must be extended into the home. 

3, Study of tuberculosis should be included in the curriculum, wherever 
it can best be integrated, from elementary school through teacher training. 
This is already being done in some schools. Only through intensified edu- 
cation will the fear of tuberculosis be dissipated. Even when. the disease is 
well-arrested the child or adult may be rejected by the community. 

4. Young patients should be included in rehabilitation programs in hospi- 
tals, schools, and the home. Rehabilitation, with its many ramifications, 
will not be discussed in detail here. Rehabilitation has been defined as that 
process of development through which a handicapped person may attain the 
maximum physical, mental, social, educational and economic usefulness of 
which he is capable. For those who have had long periods of hospitalization, 
it bridges the gap between the hospital or sanatorium and the community 
into which the child or adult must eventually be integrated. 

5. There should be mental hygiene training for medical, nursing, and 
social work staffs dealing with tuberculous children. The need for psy- 
chiatrically oriented personnel has been pointed out by Page? This has 
been a need recognized for a long time because of the emotional distur- 
bances the breakup of family life creates when a member contracts tubercu- 
losis and has to be hospitalized, but there has been little supplementation of 
hospital staffs to implement the recommendations, mainly because of budget 
limitations. The problems following: upon diagnosis are apt to be more 
acute when a child or young teen age boy or girl is the patient. Their own 
anxieties create reciprocal ones in their family who fear for their future. 
Where psychiatrists and psychologists have been added to the hospital staffs 
on a resident or consultation basis to assist the rehabilitation and other hospi- 
tal personnel, marked improvement in patient morale has resulted. 

Schools and colleges have been called on for these supplementary services 
such as tutoring, voluntary informal recreational activities, and assisting the 
staff to enrich and vitalize the total rehabilitation program of hospitalized 


tuberculous children. 
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TUBERCULOSIS IN CHILDREN* 


EDITH M. LINCOLN 


Chemotherapy has been very useful in reducing the death rate from first 
infection, often called primary tuberculosis, in children. In many sections 
of the United States the death rate in children has always been low. Because 
good control of tuberculosis in adults has been established, there are rela- 
tively few active cases and consequently, few children are infected. 


The effect of chemotherapy can best be judged in areas where formerly 
the death rate in children was high. Such a situation is found in the chest 
clinic of the Children’s Medical Service of Bellevue Hospital, a large munici- 
pal hospital in New York City. Patients on this service come mainly from 
families of very low economic level, frequently receiving public assistance, 
and living in crowded conditions. 


Twenty years ago one of every five children admitted to the tuberculosis 
ward of Bellevue Hospital died of the disease, usually within a year. Most 
of these children were first diagnosed in the hospital because a tuberculin 
test was part of the examination on admission. Of those who were admitted 
with the diagnosis of tuberculosis the great majority had originally been 
found by contact examinations or by tuberculin tests. The death rate in 
tuberculous children was unchanged until streptomycin became available 
late in 1946. 


In tuberculous meningitis, which caused 60 per cent of the deaths from 
primary tuberculosis, the case fatality rate fell to 32 per cent between 1947 
and 1951 after chemotherapy was employed. When isonicotinic acid deriva- 
tives were introduced in 1952, the case fatality rate was lowered to about 
12 per cent. Before chemotherapy tuberculous meningitis was 100 per cent 
fatal. 


*Used by Special permission of the National Tuberculosis Association and of Dr. Lincoln, 
Reprinted from the NTA Bulletin, March, 1954. 
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The use of antimicrobial therapy in other serious forms of tuberculosis 
has been even more effective. Since January 1, 1947, only one child at 
Bellevue Hospital has died of miliary tuberculosis, which until then was 
almost 100 per cent fatal, and only one baby died of tuberculous disease of 
the lung caused by local spread from the primary disease. Thus, in one 
hospital the case fatality rate from primary tuberculosis and its complications 
fell from over 20 per cent to 5.0 per cent after streptomycin and to 1.5 per 
cent after the introduction of isoniazid. 

But mere survival is not enough. The great majority of the survivors 
from meningitis, after long convalescence, are leading normal lives, but a 
few show remains of the disease in partially paralyzed limbs or in diminished 
mental capacity. Such poor results seem to occur most often when the 
meningitis is not diagnosed and treated in an early stage. No one form of 
treatment will ensure complete recovery from tuberculous meningitis. The 
most important factors in success would seem to be an wareness of the possi- 
bility of tuberculosis and the recognition of the need for vigorous and pro- 
longed therapy. A child with tuberculous meningitis diagnosed late is more 
likely to die, and if he recovers, is more likely to show evidence of damage 
due to the disease. 

The importance of early diagnosis and prolonged treatment applies equally 
well to other forms of tuberculosis. A small cavity within a locally pro- 
gressive primary tuberculosis of the lung without much evidence of pul- 
monary spread on X-ray will often heal under chemotherapy and remain 
well. On the other hand, chemotherapy may save the life of a child with 
more extensive disease but at a later date surgery becomes necessary because 
a cavity or extensive scarring persists. Even when a complete cure is ob- 
tained the child has undergone years of hospital care which might have 
been avoided by earlier diagnosis of the pulmonary tuberculosis. 

Chemotherapy is useful in other complications of primary tuberculosis. 
Sometimes in tuberculous disease of the bones or glands a sinus has been 
formed causing drainage through the skin. In such cases almost magical 
results have been seen with specific therapy, with prompt closing of the sinus, 
often permitting surgery which would have been impossible without chemo- 
therapy. In tuberculosis of the intestines the symptoms disappear quickly 
when the patient receives antimicrobial therapy. Many other forms of tu- 
berculosis are also cured by appropriate chemotherapy. 

In other complications of primary tuberculosis, such as disease of the 
bones, or of the lymph glands, it is hard to evaluate the results of chemo- 
therapy, since such forms tend to be chronic and even without treatment 
have periods of spontaneous remission. Here again, when the complication 
is diagnosed before extensive damage is done, cure by chemotherapy or 
conservative treatment or both often results, whereas in late cases surgery is 
often required. In some forms of primary tuberculosis, notably in disease 
of the bronchi or endobronchial tuberculosis, so common in infants and 
young children, no form of chemotherapy so far devised has appeared to 
either alleviate symptoms or. shorten the course of the disease. 

No child should be operated on for a tuberculous complication without 
receiving chemotherapy during the period of surgery and for a few weeks 
thereafter. Indeed it may be said that because of the danger of spread of 
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the tuberculous disease, no child with active tuberculosis should receive 
surgical treatment for any cause without coverage with antimicrobial therapy. 

'The question of the necessity for specific treatment of uncomplicated 
asymptomatic primary tuberculosis is still under discussion. There was no 
reason for treating such cases with streptomycin. With the advent of 
isoniazid we have a different story. While again there seems to be no clear 
proof that the disease at the portal of entry is affected for the better, no one 
has reported a case of clinical meningitis developing in a patient who was 
receiving isoniazid. This is true even in individuals treated for miliary 
tuberculosis, a form of tuberculosis in which the meningitis rate has been 
reported as high as 70 per cent. If these observations can be sustantiated, 
the use of isoniazid must be considered in every child with active primary 
tuberculosis and possibly in those with recent conversion of tuberculin tests 
even if chest x-rays are negative. Moreover, it will be necessary to treat 
with isoniazid for at least a year since it is known that meningitis is most 
apt to occur during this period. This will be a tremendous task and we 
should be sure of our facts before undertaking it. 

The right way to prove the usefulness of isoniazid in the prevention of 
meningitis would be to follow a series of children with primary tubercu- 
losis in which some cases are treated for a year and a similar control group is 
not treated, the selection of cases for each group being made arbitrarily. 
Such a study is now under way in Bellevue Hospital. Since the incidence 
rate of meningitis in primary tuberculosis is unknown, a large number of 
cases may be necessary to decide this important question. 

If tuberculous meningitis and other serious complications can be prevented 
by the wider use of antimicrobial therapy, it will be a great step forward. 
But it will not eliminate the need for early diagnosis of every child infected 
with tubercle bacilli before complications occur. Widespread use of the 
tuberculin test in schools and hospitals and by private physicians is needed 
in order to promote early diagnosis of tuberculosis and augment the useful- 
ness of chemotherapy in prevention as well as treatment. 


PSYCHOLOGICAL ASPECTS OF TUBERCULOSIS* 


ERIC D. WITTKOWER 


In keeping with similar developments in other fields of medicine, tubercu- 
losis specialists have within recent years increasingly shifted their focus of 
interest from the tubercle bacillus to the person who harbours it. Their 
main aim is still to defeat the tubercle bacillus and to heal the damage 
which it causes but they have also asked themselves such questions as: 
What kind of person develops tuberculosis? Do emotional states influence 
the course of the illness? How does one account for the different emotional 
reactions to the diagnosis and to the illness? What ‘is the emotional response 
of tuberculous patients to their treatment? What is the best way of hand- 
ling tuberculous patients? These are some of the questions which as a 
psychiatrist who has carried out some research in this field I want to discuss 
in my presentation. ` 


PnEMonBm PERSONALITY 


Time and again the question has been raised whether a uniform per- 
sonality type prevails in tuberculous patients. May it be stated right away 
that in my opinion and in that of many others such a personality type does 
not exist. The very: facts that whole communities, if not immunized, fall 
an easy prey to the tubercle bacillus and that many persons exposed to a 
sufficiently massive infection develop active tuberculosis rules out this pos- 
sibility. But it is also true that many of us, in a civilized community, come 
into frequent contact with the tubercle bacillus and that only a limited few 
develop active lesions. One may almost reverse the question and ask: Why 
are so many people infected with the tubercle bacillus without developing 
tuberculosis? 
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One of the answers to this question, — though only one, — may well be 
found in psychiatric research. Independent investigations carried out by 
Weiss, Saul, Pascher, and by myself have come to the same conclusion that 
a high degree of dependence and difficulty in handling hostilities are a 
central feature in the premorbid personality of tuberculous patients. Some 
of these individuals display their inordinate need for maternal affection and 
allied dependent trends overtly — one may almost say in a blatant form — 
whereas others conceal them behind such psychological defences as self- 
assertiveness, ostentatious independence, excessive self-drive and aggressive 
and provocative behaviour. More often than can be due to chance situ- 
ations which entail a rebuff, a separation from, a threat of losing or an actual 
loss of a supporting figure precede the onset of tuberculosis and of its 


relapses. 


'The manner in which these personality features are related to a flare-up 
of a dormant lesion can be understood in two ways: either by lowering of 
resistance owing to an unhealthy mode of life or by psycho-pathological 
and autonomic mechanisms analogous to those operative in bronchial asthma. 
The person who “burns the candle at both ends" does so for reasons inherent 
in his personality. 

Be this as it may, nobody will deny that having tuberculosis has profound 
and far reaching psychological effects on its sufferers. 


REACTIVE PHENOMENA 


1. Reaction to Symptoms. These effects may make themselves felt long 
before the illness as such has been diagnosed. Consciously or unconsciously 
patients suffering from tuberculosis respond to the awareness of initial symp- 
toms by minimizing their importance or denying their existence. This 
denial mechanism which similarly can be found in other anxiety evoking 
) situations is the prototype of many reactions which are encountered after- 


wards. 


2. Reaction to Diagnosis. For instance, to safeguard themselves against 
feelings of depression and of anxiety which are inevitable result of com- 
municating the diagnosis, or because they cannot ‘afford’ to be sick, many 
patients take recourse in disbelieving it, in minimizing the seriousness of 
their condition or in refusing hospital admission. If I pretend to be less 
seriously ill than I am, I do not need hospital care. Doctors who, out of 
kindness, understate the patient's condition as well as those who frighten 
them unduly, though for different reasons, foster a psychological defence 
of this kind. 


3. Reaction to Illness. As far as the reaction to illness as such is con- 
cerned, many phenomena which have been described as typical of tubercu- 
lous patients equally exist in other chronic diseases. For instance, chronic 
illness of necessity leads to inflation of self-interest due to anxious self- 
concern and it may lead, as it often does in tuberculous patients, to hysterical 
and hypochondriacal formations. In addition, in keeping with the regres- 
sive trends, which are an inevitable result of chronic illness and of hospitali- 
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zation, chronically sick patients often display marked overdependence and a 
demanding need for affection. If we are ill we like to be mollycoddled. 
Affectively, feelings of anxiety and of depression usually prevail in tubercu- 
losis patients. These feelings are normal and adequate responses to a seri- 
ous and intensely frustrating illness such as tuberculosis so long as the dis- 
turbance in mood is in keeping with the nature and degree of the anatomi- 
cal lesion, and with the repercussions which the illness has in the patient's 
socio-economic situation. 
However, full understanding of the emotional reaction of tuberculóus 
patients to their illness and of the frequent discrepancy between subjective 
feelings and objective findings requires not only due regard to conscious and 
rational factors but also due regard to unconscious irrational factors. 
Let us assume that a patient has been informed that there is something 
bad inside his chest — the tuberculosis lesion. The discovery of something 
bad in our environment — in our system of values — signifies not only the 
discovery of something to get rid of but also that of something to be dep- i 
recated. Similarly, the discovery of something bad inside himself may 
therefore be seized upon by the tuberculous patient's deepseated feelings of 
guilt and may be exploited as a confirmation of his belief in his badness. 
He may then express his depressive feelings, his sense of guilt and his self- 
condemnatory trends by regarding his illness as a well-deserved punish- 
ment. 
Conversely, the threat to the patient's life which actually exists may un- 
consciously be linked up with previous situations when misdemeanor on his 
part in fact or in phantasy led to threats from his environment or from within 
himself. In this case neurotic anxiety is superimposed on justifiable fear. 
Anxiety, in its turn, makes for overdependence. Frightened children cling 
to their mother's apron strings. 
Furthermore, if it is true that tuberculous patients not infrequently regard 
their lesion as a materialization of their sense of badness, one would expect — 
and actually finds — that they use psychological defences analogous to 
those used by depressive patients. For instance, analogous to manic patients, 
they may unconsciously deny their internal badness, i.e. they may adopt a 
foolishly defiant, ultracheerful or over optimistic attitude towards their ill- 
ness. In this view the so-called spes phthisica is therefore accounted for 
by the psychological mechanism of manic denial and not by toxaemia. 
Or tuberculous patients may eliminate their internal badness by projecting 
it onto the outer world. If this happens they are considerably less con- 
cerned with the seriousness of their condition than with the real or imagined 
wrongdoings of those who in their opinion are responsible for causing it, 
with the shortcomings of those whose duty it is to minister to their needs 
or with the ostracism to which in fact or in phantasy they are exposed. 
There may be plenty of reasons for dissatisfaction with doctors and nurses — 
don’t we know it? — but the superimposition on justified grouses or grouses 
which arise from this source must be borne in mind. 
In brief, the normal and adequate emotional reaction to an insidious 
disease such as tuberculosis is a mood of depression and of anxiety in keep- 
ing with the nature and the degree of the lesion. Excessive feelings of de- 
pression and of anxiety indicate that they originate from an irrational source. 
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Unwarranted moods of elation or of resentment and an attitude of defiance 
suggest that defence mechanisms have come into operation whose function 
it is to ward off feelings of depression and of anxiety. 


4. Reaction 1o Treatment. Added to the effects of the illness are the 
effects of the treatment. Even if at a later stage surgical measures should be 
decided upon, tuberculous patients have to subject themselves for prolonged 
periods to a state of childlike dependence on doctors and nurses and to a life 
of complete inactivity or at least of enforced idleness. No wonder that a 
substantial number of them surrender to their state of dependence which 
may reinforce preexisting dependent trends; while others endeavor to shake 
it off prematurely. As regards inactivity, it is perhaps not sufficiently recog- 
nized that motor inhibition favours phantasy production and that it is a 
frequent source of anxiety. 

Hospitalization as such serves the dual purpose of removing the patient 
from an environment where his presence may be harmful and of giving him 
the treatment which he needs. Psychologically it brings home to him the 
fact that he is a potential menace and the necessity to accept dependency. 
Contact with fellow patients may act as a supporting factor or it may 
arouse so much anxiety — on various scores — that the patient leaves pre- 
maturely. Not enough attention has been paid in the past to the psychologi- 
cal aspects of sanatorium management. Overlenient and over protective 
management favours regressive trends and holds up recovery, whereas over- 
severity makes for foolhardy and obstreperous behaviour. 

Consequently the sanatorium staff find themselves confronted with patients 
who do not want to go home when they should, those who are recalcitrant 
and those who discharge themselves prematurely. The number of this last 
group, which is big enough as it is, is enlarged by those who successfully 
badger their doctors into discharging them before they should go. There 
are no doubt many reasons for irregular discharges. One of them, which 
is perhaps not sufhciently recognized, is the irrational and illogical hope of 
many patients to avert deterioration by going home. Illfounded reassurance 
on the part of doctors fosters this erroneous belief. 


5. Reaction to Discharge. Few patients relish the idea of going to a sana- 
torium but when eventually the long hoped-for date of their departure ar- 
rives most of them feel anxious and uncertain of themselves. If their 
recovery continues they have to re-adapt themselves to being healthy, to life 
in a healthy environment and to resumption of work. 

Readaptation to health is a slow and protracted process. Fear of relapse 
vanishes slowly, if at all. We are all familiar with patients who cling to 
their doctors; some of them are so much afraid of the possibility of a relapse 
— despite a 'clean bill', — that they avoid the slightest exertion sometimes 
in an absurd manner. More often than not these patients fail to respond 
to reassurance because their anxiety, although apparently concerned with 
and related to their illness, really arises from another source which requires 
exploring. Conversely, there are other patients who at an early date, de- 
fiantly and against their own interests, keep away from their doctors because 
they want to forget their illness. 
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Other difficulties which await the homecomers arise from their reduced 
wage-earning capacity, from their lowered physical strength and vitality, 
and from their re-entry into the family circle, the circle of previous friends 
and society in general. 

Financial deterioration is a frequent source of distress and of friction. It 
is easy enough to stick to one's husband if he is out all day and brings his 
wage packet home at the end of the week; but a husband who hangs about 
all day and does nothing and earns nothing may be more than many a 
woman can stand. If the breadwinner happens to be the sufferer, lowering 
of standards and impairment of his prestige in the family structure can 
hardly be avoided. "The ex-patient, understandably though unjustifiably, 
blames himself for this state of affairs and is apt to suspect accusations when 
none exist. 

Members of the family may fail in other respects. They may subject the 
homecomer to manifest, — or perhaps even more painfully, — to concealed 
fear of infection; they may bother and irritate him by their oversolicitude, 
may seek their own amusements or even accuse the convalescent of over- 
doing caution. Some patients allow thmselves to be dragged into strenu- 
ous activities rather than be a deadweight on their healthy husband or wife 
or a spoilsport to their friends, not infrequently with disastrous results. 

Equally external and internal factors enter into the work situation. Per- 
sons who had previously been workshy can obviously not be expected to be 
first-rate workers simply because they have suffered from tuberculosis. They 
usually make the most of their disability and complain that excessive de- 
mands are made on them. Anxious individuals seek and content themselves 
with inferior jobs rather than endanger their precious health. A depressive 
mood, arising from thwarted ambitions, paralyzes a person’s initiative and, 
like resentment, prevents him from making a wholehearted effort. Persons 
who throw reasonable catition to the wind because they deceive themselves 
about their handicaps, or because defiantly they strive for more than they 
should do, not infrequently choose unsuitable occupations. Both attitudes 
may lead not only to disappointment but in some instances to a breakdown. 


Practicar CoNcrusiovs 


Some practical conclusions which were reached in conjunction with tu- 
berculosis specialists may be permissible. 


1. First Approach. Though most doctors deal with their patients very 
tactfully, some are unnecessarily blunt and others anxiously overkind. Doc- 
tors who beat about the bush or raise unfounded hopes do not act in the 
patients’ and not even in their own interests, When the truth comes out, 
as assuredly it will, it shatters the patient's confidence in his recovery and in 
his doctor's word. 


2. Hospitalization. Should hospitalization be decided upon, the doctor, — 
and nobody else, — should induce the patient to accept it. Neither should 
the patient be frightened nor coaxed by blandishments into acceptance, 
Confidence in the doctor’s decision is the power that carries, though as- 
sistance by the social worker is an essential adjunct. 
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3. Personnel. Research in mental hospitals has shown that friction among 
the attending personnel is reflected in the patients’ condition. The same 
applies to institutions for the tuberculous. Hence well consolidated har- 
mony among the members of the therapeutic team is essential for the well- 
being and speedy recovery of the patients. 

Pivotal in this team is the doctor to whom patients look up with hope for 
help. Owing to their wish for recovery they are apt to elevate the doctor 
to the position of God Almighty, and doctors taken in by their flattery not 
infrequently behave as such. To assuage their anxieties regarding the ill- 
ness, the situation of the family and their own future, patients want to talk 
to their doctor. He is a bad father who has no time for his children. 

Concensus of opinion is lacking regarding the advisability of informing 
patients about their condition. Decisions on this point obviously have to 
vary from case to case. But by and large it is probably true that patients 
resent being treated as if they were not old enough to know what is the 
matter with them. Explanatory talks, broadcast or otherwise, on tubercu- 
losis and the uses of the sanatorium, a feature “Any Questions?” run at some 
sanatoria, and group discussions have been an outstanding success. Only in 
the cases of patients who are irrevocably going downhill is adherence to the 
truth definitely out of place. 

At several sanatoria which I have visited, nurses were kept in the dark 
about the physical status of their patients and were not allowed to ‘fraternize’ 
with them. These procedures run counter to the interests of the nurses 
as well as those of the patients. A nurse who is ignorant about her patients’ 
physical condition is unable to handle them intelligently; whereas a nurse 
forced into detachment is deprived of her desire to give maternal care 
which, in their regressed state, her patients badly need. The importance of 
sterility in the treatment of infectious diseases is generally acknowledged; 
but the damage done by emotional sterility is often underrated. Con- 
versely, a nurse who “mothers” her patients excessively may gratify her own 
emotional needs but does not necessarily serve the interests of her patients. 

Medical social work occupies a marginal position; it overlaps in its func- 
tions with those of the physician, of the psychiatrist, and of the “good” nurse. 
In practice, owing to the shortage of psychiatrists, social workers often have 
to take over the duties of psychiatrists. As in other marginal professions, 
social workers can perform an important coordinating task, or by encroach- 
ment on the territories of other members of the therapeutic team they may 
give rise to a good deal of trouble. Primarily the function of the social 
worker is to assist the patient in adjusting himself to his social environment; 
hence the designation. But she can carry out this function successfully 
only if she pays due regard to the patient's emotional state; otherwise she 
may land herself in the position of an almoner in its literal connotation. - 


4. Patients. As regards the patients, so far as possible, individual re- 
quirements should be taken into account. Conscientious, self-driving indi- 
viduals should,be encouraged to do less than their severe social sense allows 
them, and anxious, self-centered individuals to do more than their fear of 
reverses and relapses let them. 

During the initial stage, patients should be allowed to experience feelings 
of depression and to pass through a phase of it without much interference, 
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for after all they have good reason to feel depressed. Nobody can seriously 
believe that a “Cheer up, ol’ man” approach to a patient or advice that he 
should pull himself together or that he should not worry, can influence his 
state of mind in any way. Similarly, anxious patients who frantically try 
to conceal their anxiety should be tactfully encouraged to admit their fears 
without feelings of shame. Afterwards, with the proviso made previously, 
the aim all along should be to induce a patient to make a realistic assessment 
of his situation which may be just as remote from the fool's paradise of the 
patient who underrates the seriousness of his illness as from the inferno of 
his depressive counterpart who overrates it. Encouragement of an overcom- 
placent or defiant attitude is not in the real interest of the patient. 


5. Management. Asked what treatment they receive, patients often say, 
“No treatment, just rest”. Hence it is essential to bring home to patients 
the therapeutic value of rest and the fact that those on conservative treatment 
are not necessarily worse off than those who receive surgical treatment. 
Surgical operations act as a great fillip to the patients’ morale; they feel very 
acutely that something is being done for them. Fear of operations is justi- 
fied; if it assumes abnormal proportions, ridicule or annoyance do more 
harm than good. Misconceptions should be dispelled, while phobias may 
require expert attention. Failure of an operation will hardly ever impair a 
patient’s trust in his doctor if he has been forewarned, or if an explanation 
for the failure has been given to him afterwards. Similarly, ward morale 
will never be greatly upset by an expected death of a patient, but wards 
often react severely to the death of a patient after a minor operation. Feeling 
the icy atmosphere which he encountered on entering a ward, a medical 
officer had the wisdom to explain to the patients how it happened and easily 
restored the balance. 

The customer is not always right, but the awkward customer is not always 
wrong. A fair hearing should be given to any grievances and grouses. In 
most cases a simple talk between the patient and the medical superintendent 
will settle all difficulties. To expel most patients of a mutinous ward does 
not necessarily deal effectively with the cause of their complaints. 

The ratio of signing-out against medical advice is obviously lower in “good” 
sanatoria than in “bad” sanatoria. But the treatment facilities and the ameni- 
ties available are undoubtedly not the only determining factor. The per- 
sonality factor also has to be taken into account. Persons who have always 
kicked against authority, family-bound individuals and those who cannot 
tolerate communal life or life in a community composed of members of 
their own sex, are potential self-dischargers. Patients with minor lesions 
may quit because they fail to see the teason why they should stay; while 
patients who progressively go downhill despite sanatorium treatment may 


No magic formula can be offered to deal with this complex problem 
which is obviously only one segment of the total problem of sanatorium 


Every teacher knows — or should know — that frightened children are 
unhappy children, compliant on the surface only, whereas children who feel 
understood and have some fun do better work. The same applies to sana- 
toria. 

A superintendent who runs his sanatorium on the lines of a remand home 
can hardly be surprised to have a good deal of trouble; on the other hand 
reasonable liberalism and a laissez-faire laissezaaller attitude should not be 
confused. 

Passive entertainments such as movie shows do not succeed in counter- 
acting regressive trends. The same objection applies to some extent to oc- 
cupational therapy. Even for the most enthusiastic disciple toy-rabbit 
making loses its attractiveness after several years. As the patient emerges 
from his regressive dependent state he should be encouraged to embark on 
activities which require his active participation, such as education courses, 
directed reading, work at a patients’ council and in committees. 

Walks are a welcome break in the sanatorium routine. To a certain 
extent their standardization is unavoidable. But to walk along the same 
fixed route day in and day out, and several times a day, is very boring. 
After the eighth round past ‘Haemorrhage Hill’ and ‘Sputum Pond’ patients 
become tired of going round in circles. 


6. After-care. Prior to discharge a heartto-heart talk of the medical 
superintendent or one of his senior medical officers with the patient and with 
members of his family seems essential; or, if this is impossible, owing to 
lack of time, an after-care talk to a group of patients proves of great value. 

A trial period at home some weeks prior to the final discharge from the 
sanatorium may help a great deal to lessen the inevitable anxiety resulting 
from a change-over from the world of the sick to the world of the healthy. 

In the past it has been a common practice to give vocational guidance to 
patients mainly on the basis of their physical condition, and on the basis of 
what they wish to do. However, presence or absence of drive on the part of 
the patient, fear of doing too much or desire to do more than is wise, hysteri- 
cal exploitation of, and compulsive urge to disregard, handicaps are all fac- 
tors which ought to be taken into account. In every walk of life there are 
plenty of self-selected: unsuitables but, in the case of the disabled, choice of 
the wrong job may be of serious consequence. 

The view is generally accepted that tuberculosis workers cannot be easily 
absorbed by normal industry. The solution of the problem seems to be 
sheltered employment. However, sheltered employment — hence its desig- 
nation — entails continuation of protection in the work environment. Such 
protection may be necessary but should not be perpetuated beyond the limits 
imposed by the patients’ condition because it reinforces their dependent 
trends. 
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Who are the homebound and hospitalized? The homebound or hospitalized 
individual, child or adult, is a person whose mental or physical condition is 
such that he is prevented from leaving his home or hospital for education, 
medical restoration services, general rehabilitation, employment or for other 
activities. Usually, but not always, the homebound are the most severely 
handicapped. Often the psychological and emotional adjustments of the 
individual are more important factors in creating a ‘homebound’ condition 
than the physical handicap. For our purposes we include the hospitalized 
child in this chapter.1-5 


INCIDENCE AND CLASSIFICATIONS 


Accurate statistics on the number of homebound and hospitalized indi- 
viduals, children and adults, are difficult to find. No census of large import 
has been made, and those available are limited to small geographic areas. 
It has been estimated that the homebound population (excluding persons in 
institutions) numbers about one million individuals. A recent study’ indi- 
cated approximately 1,850,000 children admitted to general hospitals each 
year. Many of these hospitals have educational services; many do not. Special 
children's hospitals provide for 91,000 children in the United States. Most o£ 
these are long-term patients with severely disabling diseases, such as tubercu- 
losis, rheumatic fever, postoperative cases with many types of orthopedic 
disabilities, muscular dystrophy, post poliomyelitis, spina bifidia, cerebral 
palsy, long-term fractures; and those chronic illnesses which prevent school 
attendance, such as nephritis, chorea, diabetes, epilepsy, and asthma. 

A recent report shows the following children receiving services under the 
U.S. Crippled Children's service program (1950): 


Congenital Malformations of the circulatory system 2,207 
Cleft Palate and harelip 7,873 
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Ear conditions 8,462 
Eye conditions 5,410 
Epilepsy 837 
Rheumatic fever and heart disease 9,248 
Tuberculosis of bones and joints 2,910 


A large number of these children will be found to be in the long term hos- 
pitalized or homebound classification. 

Many homebound or hospitalized individuals are confined for a shorter 
length of time, six months to a year, but need services of varying kinds to 
effect a full recovery. These individuals are not included in the above esti- 
mates. Since the time of the National Health Survey® (1935-36), one addi- 
tional study conducted by the Census Bureau’s Population Survey!? attempted 
to secure statistical information on the extent and longevity of severe dis- 
ability. This latter study showed that “in Sept. 1950, nearly 2 million per- 
sons 14-64 years of age (not in institutions) have been disabled for at least 
a full year. Of these 800,000 reported that they were unable to work." 
Though these figures are incomplete, it is probably reasonable to assume that 
there are over one million homebound, hospitalized and institutionalized 
individuals in the United States needing special services of a medical, edu- 
cational, and rehabilitation nature, — a challenging field for the special 
educator. 

These homebound hospitalized individuals have become so.from practically 
every type of disease or injury. The most important causes in order of fre- 
quency are cardiac conditions, mental and nervous disease, arthritis, and 
allied diseases. Though we lack sufficient data to be scientifically accurate, 
as to age, sex, economic conditions, type of disability, rural and urban status, 
socio-medical and educational services received, the majority of the home- 
bound and hospitalized are in the upper age brackets.!* 

"Among the recipients of ald age assistance (1953), 92,000 (3.696) were 
found bedridden; an additional 368,000 (14.3%) although not bedridden 
required a substantial amount of care from others because of some physical 
or mental impairment.” Many of those bedridden. or needing care (66%) 
were 75 years of age or older; 33% lived in rural areas; 62% were women. 

Chronic illness, a special field of study in itself, has a close relationship 
with the homebound and produces many of our disabled citizens. Studies 
now in progress!2-1 should reveal more accurate information on the extent, 
nature, and severity of their condition and services required, 


SERVICES FoR THE HOMEBOUND AND HOSPITALIZED 
Services for the homebound fall into the following general categories: 


1. Medical restoration wherever feasible. 

2. General physical rehabilitation for ordinary functions of daily living. 

3. Special education including academic, vocational and occupational ther- 
apy services. 

4. Selective placement when feasible and including home employment. 

5. A carefully planned prevention program for preventing disabling dis- 
eases and accidents causing severe disabilities. 
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Charts from Study of the Homebound, Programs for Physically Handicapped Home- 
bound Individuals, Report to Congress, Feb. 2, 1955 (U.S. Department of Health, Edu- 
cation and Welfare, Office of Vocational Rehabilitation: Washington, D.C., 1955). 
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6. Special psychological, psychiatric and social therapeutic services. 

7. Financial assistance by municipal, state, federal and private agencies.!* 

Rehabilitation centers and hospital services have grown rapidly during the 
past ten years. Many homebound individuals can receive much valuable aid 
through these facilities. Many more such services are urgently needed, and 

| must be properly located to adequately serve rural and urban areas, and 

| properly financed and staffed with trained personnel. Lack of these is the 

| most pressing problem facing those planning an adequate service program for 

j the homebound. Public Laws 565 and 482, passed by the 83rd Congress, 

| make possible substantial expansion of this program if definitive service pro- 
grams are placed in operation. 

Additional home services to the homebound are also an urgent need. 
Physical rehabilitation demands such disciplines as physical therapy, occupa- 
tional therapy, application of prosthetic devices, and speech and hearing ther- 
apy above and beyond the basic medical services. Hospital and rehabilitation 
services now available are costly, and are inadequate to meet the realistic 
demands. It is apparent that home care programs, including home nursing 
services, must be greatly expanded if they are to remotely meet the service 
needs. +° 

The development of all types of auxiliary services!7-1? to the homebound 
can be substantially increased, — self-help devices, new prosthetic devices, 
mobile service units of various types, and home management aids. 

Emotional maladjustment looms large in the homebound population among 
both children and adults. Failure on the part of the severely disabled indi- 
vidual to adjust himself thwarts the whole process of physical rehabilitation, 
employment, and general happiness in living. Socio-psychiatric services are 
needed where indicated in the early stages to offset such emotional malad- 
justments as (1) extreme frustration, (2) accentuated fears, (3) lack of 
realism, (4) low individual morale, (5) inadequate social relationships.?9-?? 


ENROLLMENT IN Home Instruction For A Few Srarzs, 1953-54 


Home INSTRUCTION Pustic ScHooL 
Elemen- Sec- Total Elemen- Sec- 
Total tary ondary tary ondary 

Connecticut* 340,373 224,764 115,609 893 544 349 

Illinois 1,307,468 989,275 318,193 1,548 1,227 — 321 

Missouri** 710,126 555,761 154,365 535 

New Jersey 811,664 1645*** 

New York 2,174,285 2,782 1,373 1,409 
State 1,301 425 . 576 
City 1,481 648 833 

Oklahoma 473,173 307,393 165,780 334 276 58 

Tennessee 716,295 575,024 141,271 1,530 1,194 336 

Virginia 695,277 521,938 173,339 955 785 167 (3 adults) 


*Connecticut divides elementary and secondary as New York City does: Elementary- 
Kindergarten through 6th grades; secondary—7th through 12th grade. 
**Missouri figures for public school enrollment are estimates. Official figures are not 


available at this date. 
***New Jersey figures include individual bedside instruction in hospitals. 
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Educational and recreational services are greatly needed for the homebound. 
Enriched programs of special education for children in hospitals and home- 
bound are a pressing need, — radio, television and home telephone services 
of an educational nature, including library, handwork, prevocational courses, 
and correspondence courses. More recorded materials, film strips, and a vari- 
ety of other related services also need to be provided. 

For homebound or hospitalized. children, an expanded and enriched serv- 
ice is a current urgent need. It is estimated that one per thousand in some 
states now receive home instruction. About 700,000 children are receiving 
services on home instruction in the United States. In 1952 all states except 
one reported home instruction services.?* 

Perhaps the most difficult service to operate is a vocational training and 
placement program for the homebound. It is estimated that there are about 
10,000 homebound individuals in some form of home industry or craft. Many 
more could be employed if a practical training and service program were 
developed. A service such as listed on the accompanying page would go a long 
way to put many more homebound on a full or partial self-sufficient employ- 
ment program. 

State and Federal agencies, the Veterans Administration, and private 
agencies all have some services in this connection through sheltered shop,?* 
correspondence courses, home teaching, and rehabilitation centers, and 
through encouragement of self employment in small businesses. 

Much progress has been made in developing service programs for the 
homebound and hospitalized during the past two decades, but much still 
remains to be done. It is apparent that no formal service pattern for the 
areas has been developed. Each geographic and disability area seems to de- 
velop its own programs; while this gives a maximum of latitude to meet 
local problems, it does not develop minimum or optimum standards for an 
effective program. Rural areas are woefully neglected. Hospital programs are 
hit and miss on far too large a scale. Effective use of public and private 
services in efficient coordination for maximum service is lacking. This makes 
for both duplication and lack of services to the individual at the time of most 
effective treatment. Revision of legislative regulations to receive maximum 
benefits from federal aid are lacking in many states. 

Scattered, fragmentary information about the homebound is all that is 
available at present. Proper servicing of the homebound is not possible under 
such ‘conditions. Without adequate census identification and classification 
data, no adequate program can be built. 

It is hoped the next decade will see substantial gains in producing effective 
service programs for the. homebound and hospitalized from the fields of 
special education and rehabilitation. 
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The child in the hospital! To many this is a pathetic concept, appealing 
to their sympathies. This attitude is plainly indicated by visitors being shown 
through a hospital. To those who work with the child, the concept is a hopeful 
one, because it usually means that the child's illness can be improved and, 
in many cases, cured. However, while the child is a patient in a hospital, 
he presents a problem. As Dr. Howard Rusk stated, speaking of his experience 
in the Air Force Medical Service: 

We soon learned that you cannot put an individual to bed for a week or ten days, in a 
state of suspended animation and expect him to get up in the same condition, either 
physiologically or psychologically, as he was before. 


While the child is a patient, he must still go on living, and it is necessary 
for him to continue to grow and mature, physically, mentally, socially and 
spiritually. 

According to a survey made by the American Academy of Pediatrics, there 
were 91,000 children of school age in special hospitals for long-term illnesses, 
and 1,850,000 in general hospitals. 


These are the figures quoted by Dr. William Palmer Lucas in a pamphlet, 
Education of Children in Hospitals published by the National Foundation 
for Infantile Paralysis, Inc., in 1950. 

So it is clear that the problem presented by children in hospitals is a sizable 
one. These children may be suffering from poliomyelitis, tuberculosis, cardiac 
disease, or any pediatric or orthopedic condition. They may also be intellec- 
tually gifted, average or retarded. Each one presents an individual problem. 
It is necessary that the members of the hospital personnel find out how the 
child feels about being in the hospital, that they may meet his fundamental 
needs, orient him in this new and formidable situation and help him to 
feel secure. They must reach across the bars of the small child’s bed, and the 
barriers of the respirator or rocking bed, past the casts and the crutches, the 
suspension pulleys or the bradford frame, to the child himself. He must make 
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friends, become a part of a group, and be occupied in activities suitable to his 
abilities and needs. All this is necessary for him in order to benefit fully from 
the medical treatment he is receiving, as well as for his general welfare. 

The hospital may present an environment which is favorable to education. 
This is more likely to be the case if the building is new and has plenty of 
room, if it is located in the country, and, most important, if its personnel 
recognize the need for education for child-patients. The difficulties of carry- 
ing on education in a hospital are often present and immediately obvious. All 
the medical, nursing and therapy activities take precedence over education. 
The teacher must adapt herself to working around and between these rou- 
tines. She must sometimes teach children at the bedside in crowded, active 
wards. She must step aside when doctors appear or treatments or medication 
are administered. She must be willing to have her work interrupted at any 
time. She may have little space at her command either for working or for 
supplies. All these disadvantages are not usually present, but some of them 
frequently are. 

On the other hand, many hospitals have distinct advantages for the child, 
for the educational activity, and for the teacher herself. There may be pleas- 
ant and well-equipped school rooms, libraries and recreation facilitiés. The 
hospital plant furnishes many possibilities for learning. Surely it is just as 
important for a child who is spending some time in a hospital, to learn some- 
thing about it, as it is for the child at home to learn about the ‘community 
helpers’ we hear so much about. The hospital is a community agency, and 
one of the most important; and its personnel are certainly community helpers. 
It is an excellent place to learn about the occupations of its personnel; about 
the history of medicine in improving health and extending life, especially as 
related to children’s diseases; about its financing and the part the taxpayer 
plays therein; about the related agency of public health and the voluntary 
agencies promoting health. There are the various departments to visit, such 
as the x-ray, the pharmacy, the kitchens, the laundry, and the library. There 
may be a nursing school or an occupational therapy department. If the 
hospital is in the country, there may be a farm connected with it. 

Of all these, the appropriate ones would be chosen for each grade level. 
Some departments could be visited by some children. Some might send a 
representative to speak to the children. A study of the hospital would make 
an excellent unit of work which would interest the children and present 
opportunities for learning in various areas. 

Many teachers will find a more liberal attitude toward life in a hospital than 
in a public school. The teacher may miss her teacher colleagues, but in the 
public schools the teacher sometimes seems to associate only with other teach- 
ers and to acquire as a result a gradually narrowing point of view. In the 
hospital, she is bound to be broadened by contact with members of other 
professions. The children also benefit from this. The contact of each child 
with a number of educated and cultured adults, in addition to his teachers, 
will have an indirect, if not a direct, effect on his attitudes and behavior. The 
children also get a practical though informal education in health and hygiene, 
through contacts and experiences with nurses, doctors, dietitians and thera- 
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Some hospitals have regular moving pictures and special activities like 
hobby shows for patients. 

Other advantages to the teacher working in a hospital include the cleanli- 
ness of the children, the smaller size of the groups with whom she works, the 
informal nature of her association with them, and the pleasure the children 
get from attendance at school. 

The staff members who will be most concerned with the children include 
doctors, nurses, dietitians, physical therapists, social workers, and sometimes 
occupational therapists, psychologists, recreation workers, and volunteers. 

"These individuals comprise the 'team' which is of the greatest importance 
to the success of education in the hospital. The purpose of the team is to get 
everyone concerned with the patient to work together for his total treatment 
and rehabilitation. 'To do this, ideas and information must be exchanged, and 
a plan must be agreed upon. In addition to the hospital personnel, the parents 
of the child should be included. Since the parents will certainly do a large 
share of educating the child, this means of channeling their efforts in the right 
direction should not be neglected, If possible, one member of the team should 
be an expert in child development, and all its members should have some 
knowledge of the well child. When its plans have been carried out, the 
team should evaluate the results. 

All the aims of good education apply to the hospitalized child's education. 
"These include producing good citizens for a democracy, citizens interested in 
the common welfare, able to cooperate in bringing it about, willing to accept 
responsibility, free from race-prejudice, and appreciative of other cultures; in- 
dividuals who feel secure because they are welcome members of family, and 
neighborhood and school groups. E 

To succeed in these aims, it is necessary to meet the needs of the individual 
child, to motivate his learning by offering units of work which appeal to his 
natural interests and are within his levels of achievement. The more interested 
the child is, the more effort he expends, and consequently, the more he learns 
and matures. In a hospital this interest is particularly necessary. If he is 
really interested and able to achieve, he will be secure, relaxed, and happy, 
and such an emotional state has a valuable therapeutic effect. j 

It is necessary, in order to produce this effect, to include group teaching 
for every child every day. Working in a group helps the child to make friends, 
gives him a chance to cooperate, to learn from other children, and as a result, 
to develop feelings of security. It enables the child to tolerate better his en- 
forced absence from home and family. 

He should have an enriched program, including art, music, dramatics, 
games, occasional parties, books, stories, nature study, science. If necessary, 
these activities can be carried on in the ward; if there is no classroom, even 
group work can be done in the ward. Provided this group work, which may 
be rues is US Lx VES AUN individual work at the bedside need 
not be without value. Individu: i i i i 
Ré aa oi remedial help is required by many children, 

Units of work can be adapted to multigrade situations. Detailed accounts of 
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If an enriched and dynamic type of teaching on the child's level is carried 
on regularly every day, he should be able to mature sufficiently to keep up 
with his class. This is usually necessary for his peace of mind. However, 
undue stress should not be placed on 'keeping up' to the point of rigid ad- 
herence to the home-school textbooks and course of study. 

The hospital should supply sufficient locked storage space for supplies, and 
if possible, should provide space in which to get the children together for 
necessary group activities, including units of work. It should also supply bed 
desks, book holders, tables for wheel chairs and other special equipment. 
The local board of education probably will be responsible for textbooks and 
general school supplies. The teacher should keep up the contacts between 
the hospitalized child and his own school. 

If there is no recreation worker, recreation for children should be a part 
of the school program. In either case, it should not be primarily of the pas- 
sive type. 

While more dynamic supervision than is usually furnished is necessary for 
the hospitalized child, he also can benefit from a regular free time, perhaps 
after supper, when he does exactly what he wants to do, with no interference 
and only such help as he requests. Without some time to follow his own 
fancies, vagrant or purposeful, he may feel pressured, as does many a well 
child whose entire day is arranged for him. 

The secondary student also needs to have his education tailored to his 
individual needs. It should not be confined to rigid mastery of subject matter. 
If his physical condition will leave him handicapped, he also needs vocational 
guidance, and possibly referral to a State Vocational Rehabilitation Bureau. 

What sort of a teacher is needed to meet this situation? Since the best 
teaching is needed, the best teachers will have to be recruited to do it. These 
teachers must be well prepared, which includes: (1) several years of successful 
experience in teaching well children; (2) a teaching internship in a hospital 
during preparation; and (3) special methods courses in multigrade teaching, 
particularly selection and adjustment of units of work to the multigrade 
situation. Her training should aid her to acquire certain personality traits 
and social skills, including warmth, friendliness, habits of relaxation, tact, 
stability, flexibility and ingenuity, the ability to be a friend to the children, 
to accept her status on ‘the team’ and to cooperate wholeheartedly with the 
medical ‘side’. At the same time, she must take opportunities to explain to the 
team members the value of the educational activities, not only to the child, 
but to the therapeutic purposes of the team. She must be able to provide real 
and vicarious opportunities to the children for necessary experiences, especi- 
ally those experiences which do not arise automatically in a hospital. She 
should be aware of the mental hygiene approach and of the principles of child 
growth and be willing to experiment and explore. In addition to these quali- 
ties and skills she should have good physical health, intelligence above 
average, a high academic achievement, and cultural interests. She must make 
use of community agencies in her work, including parent groups, special 
agencies working for the physically handicapped child, the state department 
of education, the U.S. Office of Education and the local school board. Fin- 
ally, she, as well as other members of the team, must be ready and able to 
interpret to the public, the need and the value of the educational program 
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Grasslands Hospital, the Westchester County hospital, has an excellent 
physical plant in its children's building, known as Sunshine Cottage. The 
cottage is built in the form of the letter "H" with three small additional wings, 
and is two stories high with a capacity of ninety-two beds. The cross piece is 
the central hall with a lobby at one end and offices on each side. The ends 
of the "H" house six wards, the dietary department and the school. 

There are closed porches or terraces along one side of each of the four 
main wings; most of the rooras open on to one of these porches or terraces. 
Many of the windows are decorated with etched figures from Alice in Won- 
derland and Milne’s Winnie the Pooh. There are murals in three of the 
rooms used by the children. 

It is a very attractive building set in a beautiful country landscape. The 
general effect is of bright, clean color, and fresh, airy space against a backdrop 
of trees and sky. 

Children suffering from all types of acute and chronic conditions come to 
Sunshine Cottage, but the most common illnesses are convalescent polio in- 
cluding partial paralysis, tuberculosis, and general pediatric conditions. 

Grasslands Hospital is the county center for the treatment of poliomyelitis. 
Children acutely ill with this disease are admitted to the communicable dis- 
ease ward in the Main Building, and sent to Sunshine Cottage only when the 
acute stage is past. The National Foundation for Infantile Paralysis supple- 
ments the treatment supplied by the Hospital by furnishing respirators and 
other special equipment. 

The child’s first two weeks in Sunshine Cottage are spent in an isolation 
ward, in case he may have been exposed to a contagious disease before admis- 
sion. After the quarantine period, he is usually approved for school by the 
resident in charge. 


The daily routine for Sunshine Cottage patients follows: 


7:10 Prepare children for breakfast. 
7:20 Breakfast. 
8:15 Start giving A.M. cares. Baths, make beds, treatments, shampoos. 
9:00- 
11:00 Individual and group teaching in the ward and the classrooms. Children 
not having school may watch selected T.V. programs. 
9:30 Drinking water and nourishment, Orange juice. 
9:45- 
10:45 Children taken outdoors, condition of patient and weather permitting. 
(School work may continue outdoors.) 
11:00 Serve dinners. 
12:00- 
12:30 Treatments and medication. Children prepared for rest hour. 
12:30- 
2:00 Rest period. 
2:00- 
4:00 Children go to classrooms for school work. Recreation for children in ward. 
Supervised by nurses and volunteers. 
3:00 Tuesday. Music therapy by volunteers. 
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4:00 Supper. 

6:30- 

8:00 Children may watch T.V. programs, listen to radio. 
Thursday, moving pictures. 

8:00- 

8:30 Getting to bed. Ward quiet and lights out. 


In Grasslands Hospital the school is one of the hospitals departments, 
and the principal teacher functions as a department head. She attends de- 
partment head meetings and is in this way kept informed of hospital activities, 
problems and achievements. In these circumstances, the school is more an 
integral part of the instiution than when the teachers are furnished by a 
local school board. 

The members of the medical staff who are particularly concerned with the 
children include those from the Physical medicine-Rehabilitation, Tuberculo- 
sis, Pediatrics and Orthopedics Divisions, both the attending or supervising, 
and the intern and resident groups. 

The present staff member in charge of physical medicine and rehabilitation 
trained with Dr. Howard Rusk and is still associated with him at Bellevue 
Hospital and the Rehabilitation Institute of New York University. 

The Director of this service believes in the team concept and in treating 
the whole child. He invites the principal teacher as well as the doctors, 
nurses, therapists and social workers to attend ward rounds whenever there 
is an influx of polio cases. He is very interested in securing school work for 
the children as soon as their physical condition allows. The physical thera- 
pists who work under his direction are also eager to cooperate and they 
arrange treatment schedules so that children in the same age-group and grade 
are released for school together. An efficient arrangement for school work 
also requires the cooperation of the nurses, for they give the hot packs and 
treatment baths to the polio patients, and they are responsible for having 
the children transported to the school. 

The volunteer department is available for special help in periods of emer- 
gency. Upon request, the Supervisor of Volunteers recruits former teachers 
to carry on educational activities under the supervision of the school. ‘These 
activities include individual tutoring, arts and crafts, music, story hours, 
indoor gardening, giving out library books, and supervised play periods for 
nursery-school and kindergarten children. Volunteers also work in the wards 
regularly helping with nursing care and recreation. 

The team at Grasslands works rather informally, but groups concerned with 
the same problem talk it over, agree on procedures, and cooperate to follow 
them to a conclusion. 

As the schedule shows, the hours when the children are available for 
school are from nine to eleven and from two to four. Not all children are 
available all that time, because necessary medical or nursing care or physical 
therapy may interfere. Most of the children, however, are available for two 
hours or more every day. The exceptions occur at the height of the polio 
epidemic, when packs and therapeutic exercise may occupy certain patients 
for most of their waking hours. 

School continues throughout the year, with teachers taking turns vacation- 
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When the child is first approved for school, the ‘School Permission’ may 
specify bedside work in the ward. Later he will be allowed to come to school 
in his bed, then in a wheel chair. When he becomes ambulant, he walks to 
school. 

During the time the child is in school, the teacher makes every effort to 
meet his individual needs. The first day in school is devoted to standard 
achievement tests, and his program is based to some extent on their results. 
If he needs remedial work in any subject, such work becomes a part of his 
program. This is a very valuable service which the hospital school can give 
to its pupils. It is possible because of the small classes, and it is easy to work 
into the program because some of the work is necessarily individual and at the 
bedside. This enables the teacher to work on the subject matter which the 
child has failed to get previously, — to explore the area, find his difficulties 
and clear them up for him. This is most helpful with the child retarded in 
reading or arithmetic. 

In addition to this individual work, he also is one of a group, usually a 
multi-grade group, in which he works on units of activity, social studies, 
language arts, health, art, music, handwork, dramatics, nature study or 
gardening. 

In the classroom the children find much that is interesting. There is the 
indoor garden, which includes ten seedling trees from the State Department of 
Forestry. Many objects of interest are displayed around the room. These 
include large blocks, dolls and doll houses, large toy animals, educational 
games, and games just for fun, a Noah’s ark, a stereoptician, also arts and 
crafts equipment and many attractive books. Among the larger equipment is 
a store, also benches for wood working, sand tables, and a piano and a record 
player, in addition, of course, to school desks, bed desks, and tables to be 
used with wheel chairs. 

Usually there is also a pet, which at present is a canary. Amon g the pets 
they have had in school have been rabbits, white mice and guinea pigs (all 
borrowed from the laboratory), a hamster, a pigeon, and a pair of ring doves. 
The animals from the laboratory were very satisfactory because when their 
company palled they could be returned whence they came. Of the others, 
the canaries and the doves were very good pets and did not require an undue 
amount of care. All the pets, but especially the rabbits and guinea pigs, 
which could be handled, gave joy to the children. But they gave the greatest 
joy to those unhappy little children who, in addition to their physical illness, 
suffered from some emotional maladjustment. 

Since so much is done for the children, the school looks for opportunities 
for them to do:something for others. Junior Red Cross portfolios have been 
prepared, and gift boxes have been filled for children in Europe. Under the 
auspices of the Friends Service Committee, they have also filled boxes with 
toys, food, and outgrown clothing for an orphanage in Holland. 

à When junior or senior high school students are in the hospital at examina- 
tion time, it can be arranged for them to take the State Regents examinations. 
Because of the turnover in schóol population, the need for the examination 
is likely to arise unexpectedly. Therefore, an arrangement has been made 
with a nearby high school to furnish the Hospital with the one or two 
question papers it may need. 


> 1 Ae 
HEALTH CONSERVATION CLASS 
Public School 109, New York City 


A HOME TEACHER 
Oregon Public Schools, Portland, Oregon 


ELEMENTARY SCHOOL CHILDREN ATTENDING CLASS AT BELLEVUE ! PITAL 
Public School 401, New Vork City 


LIVING BLACKBOARD PROGRAM FOR HIGH SCHOOL STUDENTS AT BELLEVUE 
HOSPITAL 


Public School 401, New York City 
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On the day of the examination, a Hospital teacher is at the school to get 
the examination as soon as the sealed package is opened. She brings it back 
to the Hospital and proctors the examination either in a classroom or, if 
necessary, at the bedside. She immediately takes the completed examination 
to the child's home school, where it is corrected by his teacher. His mark 
becomes a part of his permanent record. 

Adolescent children, including most high school students, are hospitalized 
in adult wards in the Main Building and the Adult Tuberculosis Building. 
"There has been an occasional one admitted to the Psychiatric Institute. The 
hospital teachers have tutored them also and proctored their examinations. 

In the Main Building the long term patients are largely polio sufferers, with 
a sprinkling of cardiacs, surgical cases and others. The tuberculosis patients 
are hospitalized for the longest periods. With the use of the newer drugs 
in tuberculosis treatment, the length of hospitalization of the average 
tuberculosis case has been greatly onna However, among the school 
population, the tuberculosis patients are still hospitalized for the longest 
periods. 

By trial and error the school has found out that the average high school 
student-patient will have time and energy for two, or at the most, three sub- 
jects, and that two hours of tutoring per week in each subject is sufficient to 
keep him up in that subject. 

As soon as the doctor approves school work for a patient, the teacher con- 
tacts the guidance teacher of his home school. The former explains the pos- 
sibilities for school work afforded by the Hospital, and asks what areas of 
study are most essential for the particular patient. Outlines of the suggested 
subjects and textbooks are furnished by the home school. Sometimes the 
guidance teacher says that the student needs remedial reading more than 
anything else. If the patient is a senior high school student, teachers from, 
neighboring high schools are recruited to come in after school to tutor them 
in the necessary subjects. 

If two or more patients require the same subject, they can be taught to- 
gether, which is, of course, much more interesting and productive than 
working alone. As soon as high school students in the Tuberculosis Building 
become ambulant, they come to the classroom in their building. There they 
have an enriched program of group work, including health study, dramatirs, 
discussion of problems and other subjects of interest to the individual students. 
They occasionally plan and give birthday parties, short plays, and radio pro- 
grams for other patients and staff members. They also have many activities 
available in the occupational therapy department, including oil painting, 
ceramics, jewelry making, weaving and needlework. The ambulant patients, 
including the teen-agers, in the Tuberculosis Building have a club which 
puts on parties and other recreational activities, under the supervision of the 
Rehabilitation Director. Social workers help them solve their current prob- 
lems, arrange for ‘leaves’ for ambulant patients to go shopping or for short 
visits to their homes. 

Sometimes young adults who have left high school without graduating 
decide that they would like to improve their time in the hospital by studying 
and getting their high school diplomas. Several have been helped to accom- 
plish this by means of the equivalency examinations. They are directed in 
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their preparation and sometimes tutored. Arrangements are made when 
they are ready, for them to be taken to and from the place of examination. 
The Hospital has occasionally "purchased correspondence courses in high 
school subjects from one of the state universities for these adults, and several 
capable students have been very successful with these courses. 

College students who were patients have also been helped by correspon- 
dence courses purchased from universities. 

For foreign-born adults the Hospital has carried on teaching of English as 
a second language. For this work they have recruited teachers who teach 
this subject in nearby night schools. These students have also been aided in 
applying for citizenship. 

Vocational advice is available for all tuberculosis patients. The Grasslands 
Rehabilitation Director for tuberculosis patients will test and advise, and 
where indicated, will help patients-to secure vocational training. This is done 
through the New York State Department of Vocational Rehabilitation. 

All necessary tutoring, beyond the elementary school, for tuberculosis pa- 
tients is paid from supplementary funds supplied by the Westchester County 
Tuberculosis and Public Health Association. The Hospital Service Commit- 
tee, or in some cases their own local school board, pays for the tutoring of all 
other high school students. All basic expenses for elementary education are 
included in the hospital budget. 


RESPONSIBILITY OF THE EDUCATOR IN 
HOSPITAL 


ELENA D. GALL 


The responsibility of the educator within a hospital may be divided into 
three major phases: (1) The teacher contributes to the education, treatment, 
and welfare of the patient. (2) She often initiates and puts into practice 
new ideas, teaching methods, devices, and techniques to insure a continuous 
and enriched program of instruction. (3) She offers leadership in professional 
and community projects which, in turn, improve and expand the methods of 
treatment and instruction of the hospitalized. 


CONTRIBUTION TO THE PATIENT 


The teacher contributes to the education, treatment, and welfare of the 
patient. 

Her first objective is to work with the hospital team, — hospital admin- 
istrators, medical personnel, occupational and physical therapists, speech ther- 
apists, medical-social workers, psychiatrists, psychologist, recreational directors, 
student nurses, hospital librarians, student teachers, and helpful volunteers. 
She brings about the development of wholesome parental attitudes by con- 
ferring with members of the family, teachers, and the medical-social worker 
even before the child enters the hospital, as well as during his stay. 

Many thousands of children enter hospitals every year and are not prepared 
for the experience they are about to face. A short stay, from an adult's point 
of view, may seem too brief to deserve great consideration from the emotional 
point of view. Yet this short stay may well represent the greatest single 
physical and emotional experience in childhood, one which may affect the 
child’s future security and happiness. Like long-term hospitalization, opera- 
tions such as tonsils, adenoids, harelip, cleft palate, hernia, congenital heart 
disease can be planned in advance. Teachers can help parents prepare their 
children in an honest, considerate way for this experience. 

Admission into a hospital imposes and increases tensions and resentment 
because the individual is removed from that which gives him security, namely, 
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his family and home. The teacher often becomes a substitute mother, and 
the hospital ward becomes the temporary home. One of the important tasks 
of the teacher, therefore, is to reach every child, individually or in a group, as 
soon as possible. She then proceeds to offer long-term and short-term programs 
based on interviews with teachers, physicians, and parents, and on study of the 
complete records of each patient to be instructed. 

Children and adults in hospitals can learn something every day from each 
other, their neighbors, nurses, doctors, and visitors, and they can be guided 
constructively by the educators who have been assigned to teach them. It is 
the teacher's responsibility to plan a school which has an environment favor- 
able to each individual and conducive to the development of his sense of 
security and peace of mind. She utilizes special and individual methods of 
teaching, taking into consideration the mental and emotional needs of both 
long-term and short-term patients, the deformed and non-deformed, the am- 
bulatory and non-ambulatory. The teacher who is specially trained to work 
with the hospitalized recognizes the fears and anxieties of children and aims 
to reassure her patients by encouraging expression and seeing to it that the 
child is respected and understood as he gradually adjusts to strange sur- 
roundings or to pain or isolation. 

It has been said that ninety per cent of the time spent in hospitals is char- 
acterized by boredom. The teacher contributes to a program of mental therapy 
when she plans for leisure-time activities with the therapists, the recreational 
director, and the parents. A well-constructed program of instruction, guidance, 
and recreation assists in keeping children pleasantly occupied in thought and 
deed and other means of self expression. The welfare of the adults is also 
of concern to the teacher. In a recent statement before the Subcommittee on 
Health of the Senate Committee on Labor and Public Welfare, Secretary 
Oveta Culp Hobby stated that the majority of the disabled who could be 
rehabilitated were between the age limits of 14 to 64. About one-tenth 
Croughly 200,000) are currently confined to various types of institutions, — 
tuberculosis sanatoria, mental hospitals, and chronic disease hospitals. 

Consequently, the team's main job is to keep children and adults happy, 
get them well as soon as possible, and prepare them to adjust well when they 
return to their homes. To concentrate on children alone would be a decided 
loss, since workers in hospitals need to maintain optimum emotional climate 
to insure good morale and mental hygiene for all concerned. The responsi- 
bility of the educator reaches out to adult patients. By doing so, she derives a 
wealth of information, material resources, and motivation which can, in turn, 
be used to benefit the children in their daily learning experiences. 

Above all, a daily mental stimulus is needed, since patients are subject to 
mental, social, and emotional setbacks when they are separated from home, 
their social environment, and from the security of attending school. The 
hospital teacher attempts to establish as near normal situations as possible, 
provides a program of study and educational activities for each child within 
the group, and arranges for comfortable and suitable working conditions. In 
addition, she brings to the bedside, the hospital classroom, or school alcove 
the best adapted tools and equipment to make learning both pleasant and 
meaningful. Consideration must also be given to grouping by age, ability, 
interest, and length of stay. In all educational planning the teacher, with the 
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help of other personnel, places mental health first on the list of objectives. 
She utilizes all resources to set an adequate pace for each patient in a balanced 
program of medical treatment, therapy, work, play, and relaxation. 

To continuously acquire and utilize knowledge in order to meet the patient’s 
needs is probably the most arduous task of the educator within the hospital 
community. First comes the knowledge of the child, his background and 
development, his potentialities, liabilities, mental capacity, and special abilities 
in terms of the past, present, and future. Knowledge of the setting in which 
the teaching process takes place is also very important. What are the physical 
resources for education? How can other people in the hospital contribute to 
the program? What is the philosophy of the administrators and other com- 
munity leaders regarding teaching patients in hospital? Then comes the 
need of the knowledge for planning and organization. How many ways are 
there to plan suitable projects? How flexible can the school programs be? 
How can the teacher's time be best utilized? How can the available resources 
best be utilized? How can a program of instruction assist the team in achiev- 
ing the goal of maximum and total rehabilitation in the shortest possible time? 

Often the teacher is consulted regarding classroom facilities. Planning a 
hospital school building or room is a challenge to the best thinking of edu- 
cators, hospital personnel, and architects. Democratic cooperative planning 
results in more functional building and facilities, and thus an improved 
instructional program. In every hospital where educational programs are in 
action, there should be at least one multi-purpose room designed to accom- 
modate two or more activities such as exhibits, assemblies, bazaars, parties, 
club activities, library, etc. Such a room could be used by other groups and, 
during evenings and week-ends, by lay groups as well as hospital workers. 
A continuous activity program of this type not only stimulates community 
interest in a hospital, but extends a variety of socializing opportunities to the 
hospitalized. 

A knowldege of disabilities should be a part of the educator's preparation. 
It is important to understand physical function limited or unlimited by physi- 
ological change, work tolerance, fatigue curves, and other manifestations hid- 
den or apparent in a patient suffering from disease, recovering from disease, 
or adjusting to disability. Understanding the etiology, treatment, and prog- 
nosis of the disease makes the educator a more responsible person in assisting 
the team to arrive at decisions and recommendations regarding the educational, 
vocational, social, and personal adjustment of each pupil. By knowing medi- 
cal terminology, the teacher can communicate more easily with hospital 
personnel who, for the most part, deal in the area of physical rehabilitation. 
Whenever teachers are invited to medical conferences, and physicians are 
asked to share teachers’ problems, there results a more practical approach to 
such childrens’ physical and emotional problems. 


New Mzrnops AND MATERIALS 


The hospital teacher often initiates and puts into practice new ideas, 
teaching methods, devices, and techniques to insure a continuous and enriched 
program of instruction. 
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She attempts greater leniency in permitting parents to visit, and encourages 
warmer relationships between each patient and members of the staff. She 
collects and provides teaching devices which are already available in regular 
school buildings. Sometimes she borrows ideas from her colleagues in special 
classes in schools. With a little carpentry and some ingenuity she produces 
necessary gadgets like the doll house, the bed box, the nature corner, the 
museum collection, the homemade movie, the Plymouth chart. She can enlist 
the aid of community radio and television stations and work with their pro- 
grams. Notable examples are the New York City programs, "High School of 
the Air" and "The Living Blackboard", which bring organized information 
to the homebound and hospitalized. Sharing experiences with children in 
regular classrooms in schools can be arranged by establishing programs which 
teach via the telephone. With the aid of the psychological clinic, the occupa- 
tional therapy department, and the vocational advisory service in her com- 
munity, the teacher can set up arts and crafts programs which have pre-voca- 
tional training implications for the severely handicapped and for those who 
will, in the future, return to the community. 

Since over 3,000,000 children enter hospitals yearly for long- or short- 
term stays, the educator, with the help of teachers in school, designs enrich- 
ment projects for the high school student when the hospital stay is bricf. In 
all her plans, the teacher thinks of the hospital as a place for living, learning, 
and growing. By her knowledge, skill, and personality, she can gain the 
cooperation of the hospital administrator and outside agencies. Laboratory 
courses which are required for high school students can be arranged by the 
teacher who learns to utilize the facilities in the environment. In hospitals, 
particularly, there are facilities for scientific research on the high school level. 

Long-range programs for the chronically ill offer stimulation and a feeling 
of security. The resourceful teacher utilizes dramatics, newspaper publishing, 
and yearly festivals to bridge the gaps between the institution life and its 
active neighboring community. Patients, in turn, feel the satisfaction of 
producing and sharing constructive and original programs. Otherwise dull 
week-ends in hospitals buzz with activity when the creative teacher promotes 
programs which can be conducted without her presence by the patients them- 
selves or by well-instructed volunteers. Communication, the lifeblood of the 
hospitalized, can be kept up by educational projects involving newsletters, 
regular correspondence, and the assignment of patient reporters and inter- 
viewers. Above all, the educator increases her hospital staff by interesting 
students, volunteers, and by “selling” the hospital program to the school 
administrator, 

The teacher contributes to in-service education by cooperating with uni- 
versities to set up internship opportunities for future teachers of the chroni- 
cally ill and those with contagious disease. She conducts studies to determine 
suitable toys, visual aids, and materials for individual patients. She experi- 
ments with curriculum areas in relation to constructive use of time, giving 
preference to periods needed for medical treatment. By devising a modern, 
friendly way of reporting pupil Progress to parents, the educator removes 
emotional blocks for both parent and child, Prompt and efficient pupil referral, 
based on case-conference methods, and careful record keeping make for easier 
transfer of pupils and much needed continuity of educational programs. 


RESPONSIBILITY OF HOSPITAL EDUCATOR 


PROFESSIONAL AND Community LEADERSHIP 


The teacher offers leadership in professional and community projects which. 
in turn, improve and expand the methods of treatment and instruction of the 
hospitalized. 

By visiting nearby recreation centers she plans for future leisure-time activi- 
ties for patients who will return to their homes. She may even make arrange- 
ments for exchange visits whereby patients who are able to travel can present 
their shows and skits to the so-called normal, and vice versa. When the teacher 
is invited to speak about her work, she is in an ideal position to select and 
recruit interested and talented student teachers with skill and emotional 
maturity to prepare for much-needed careers in hospital teaching. 

The educator’s interest in legislation and her active participation in pro- 
fessional groups help to establish a legal basis for sufficient financial backing 
of programs for hospitalized children. In-service training becomes another 
responsibility of the hospital teacher. At the University of Utah, for ex- 
ample, the teacher is used to head some 200 volunteers who extend her 
work on the wards and help in explaining the work with polio patients to 
the residents of Salt Lake City and the entire state. 

Hospital programs suffer whenever the hospital teacher becomes isolated 
from her professional group and from contacts with the home of the child, 
or from activities of other allied professions. To lecture in the field of child 
growth and development and to write about the hospitalized for allied pro- 
fessional groups is to keep alive important educational concepts in the minds 
of those on the hospital team. By working with other agencies as a consultant, 
active member, or committee chairman, she is able to facilitate, promote, and 
expand services for the hospitalized. By identifying patient needs and gaps 
in related services such as employment, training, guidance, recreation, and 
social welfare, the teacher helps to speed up the process of rehabilitation. 
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The first School-to-Home Inter-communicating System was installed July 
5, 1949, between the Eagle Rock Elementary School in Los Angeles and the 
home of a boy, named Gordon, suffering from progressive muscular dystrophy. 
The first time I called on Gordon, I found him sitting in his wheel chair on 
the path leading to his home, idly watching the ants file past on the sidewalk. 

The first day the instrument was installed in the classroom and in Gordon's 
home, I visited the fifth grade group of eager boys. and girls who were to be 
Gordon’s “classmates.” I introduced Gordon and his mother to the principal, 
the teacher and the youngsters in the class, by means of the School-to-Home 
Inter-communicating System. After the brief formality, the teacher and the 
pupils went about their routine business. The teacher called the roll. All 
the boys and girls in the class answered “present.” Gordon’s name was called 
and he, too, answered, “present.” For all practical purposes, Gordon really was 
present in the group! 

When the first lesson of the day began, I stood for a few moments at the 
back of the room. Soon, a little boy beckoned to me. I went over to his desk. 
He said, “Do you mean to tell me that there is a boy in that box?” I said, 
“No, the boy is at home in his wheel chair, but his voice is coming over a 
private telephone line into the speaker in your room.” The youngster thought 
a moment; then, very reverently, said, “God, but that is marvelous!” 


Device Is 4 BLESSING 


Personally, I can think of no better way to describe the blessing to a home- 
bound child that is brought to him by this relatively simple device. From hope- 
less isolation and loneliness, the child suddenly becomes an active participant 
in a group of his peers. The interest in the homebound child is inevitable on 
the part of his classmates. The evening of the day Gordon “entered” the Eagle 
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Bock Avenue School, via telephone, two boys took "French Leave" and went 
to call on him at his home. On subsequent days, they dropped by to bring him 
a book or art materials. The class was studying the National Parks. The 
three best paintings of the parks were displayed in an art exhibit. The teacher 
and the members of the-class were delighted when Gordon's painting was one 
of the three selected for this honor! 

The first experiment was considered an unqualified success by all who ob- 
served the system in operation. 

From 1951 to the present, several additional homebound children in the 
neighborhood of the Harlan Shoemaker School were given the benefit of “at- 
tending school,” although confined to home on their doctors’ orders. 

Impressed by the great value of this system to both handicapped and normal 
children, the Board of Education of the Los Angeles Gity Schools voted unani- 
mously and enthusiastically to extend the School-to-Home Intercommunicat- 
ing System on a city-wide basis this school year. 


His Lire Is CHANGED 


Today I visited Donald. He lives in a modest home in the San Fernando 
Valley with his parents and eight brothers and sisters. Seven of the nine chil- 
dren were stricken with polio during the last epidemic. All have recovered 
fully, except Donald. He has just undergone a spinal operation and is in a 
body cast. Until the "magic box" was installed in Donald's bedroom, he had 
little interest in life. He saw no reason to get up in the morning. “Now,” says 
his mother, “he is a different boy!" He cannot wait to get up in the morning, 
so he can "tune in" on his class at the Charles LeRoy Lowman School. He is 
now a happy boy! He also is making marked progress physically and educa- 
tionally. 

David is "hooked up” to school on the same line as Donald. They are 
"phone pals" Every morning they "tune in" to school together; and after 
school they study and visit together over their own private line. Donald and 
David also "attend" Boy Scout meetings together with their friends at school. 
Their parents “attend” the Parent-Teacher meetings held at school in the 
evenings, and have become good friends. David, who is suffering from an 
illness similar to muscular dystrophy, has taken a new lease on life! He also 
used to lie in bed all day. Now, he is up and dressed and ready for school at 
eight o'clock each school day. The color has come back into his cheeks and 
the sparkle has returned to his eyes! 

Donald and David have different home teachers. Both of them are en- 
thusiastic about the progress the boys have made in their academic work since 


they have been able to “attend school” every school day. 


No Ba» Errects Founp 
Some physicians have questioned whether the School-to-Home telephone 
might be overly tiring or stimulating, particularly in cardiac cases. In Towa, 
where more than 1500 youngsters have received all or part of their education 
by telephone, a Department of Public Instruction survey showed that in actual 


experience these fears were groundless. 
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Reporting on the survey, Mr. J. A. Richards, Director of the Special Edu- 
cation Division of Executone, Incorporated, explained that the doctors ques- 
tioned "almost unanimously hailed both the psychological and therapeutic 
advantages of the method." Many felt that recovery was hastened by rekindl- 
ing the interest and awareness of the child. 

Homebound and hospitalized children with a wide variety of afflictions— 
cardiac, orthopaedic, muscular, tubercular—have been taught by telephone. A 
problem in many cases is that the doctor may not be able to predict how long 
a child will be out of school, and the parents and the school may delay making 
telephone arrangements until it is too late to bother. Usually this can be 
avoided if the school personnel confers with the family physician at the 
beginning of the child's illness. 


Normat Epucationat Procress 


While the social, psychological and therapeutic values of telephone teach- 
will move equipment within that period from one student to another, charging 
ing cannot be overestimated, the educational effectiveness of this technique is 
best measured by the fact that average students thus taught are able to keep 
right up with the normal pace of their class. Some, in fact, have earned even 
better grades than when they attended school in person, prior to their illness. 

The cost of the School-to-Home telephone service, which is provided on a 
rental basis by the Pacific Telephone and Telegraph Company, averages 
between $15 and $25 a month, depending upon the distance between the 
home and school units and the number of classroom connections involved. 

Most telephone companies, notwithstanding a six month minimum contract, 
only the cost of reinstallation. Since rates vary in different localities, the 
actual installation, rental and wire charges can be obtained only from the 
local telephone company. 


WipzspnEap Use 


Telephone teaching is being carried on in thirty states, with California one 
of the more recent converts. In twenty-three states which have programs for 
special education for handicapped children, this method has been approved 
for partial or full state aid. Elsewhere, various organizations, including service 
clubs and foundations for the handicapped, help to underwrite the cost. We 
in California, who recognize the important educational and social values of 
this teaching method, look forward to the time when it is approved for state 
aid on the same basis as the present one hour a week for home instruction. 

Surely none of us would agree that one hour or even two hours a week of 
schooling is sufficient. However, by means of the School-to-Home Intercom- 
municating System, at a cost to the school district of little more than the 
cost of an additional hour of home teaching, we would be able to provide 
the afflicted child an additional twenty-four extra hours of as near to normal 
schooling as anyone has been able to devise. This, certainly, should be the 
goal for all of us who are interested in educating the homebound child. 


THE HOME INSTRUCTION STUDENT* 


MARION MARTIN 


At the beginning of 1950, the High School Home Instruction Unit of the 
Division of Physically Handicapped Children of the New York City Board 
of Education, and the School Unit Service of the Division of Vocational 
Rehabilitation, New York City Office of the New York State Department of 
Education, began a cooperative service to assist in the vocational adjustment 
of students on home instruction. 

Prior to that time, individual students were assisted toward a vocational 
goal by the Division. This experience showed that many home instruction 
students were not permanently home bound and their adjustment to the 


world outside the home should be a gradual process beginning during the 
Iso felt that early counseling would be 
instruction to regular 


high school. Further, it was felt advisable to have an ear 
permanently home bound as to the possibility of home employment. 


Purpose 


è The purpose of this service was threefold: (1) 
instruction student become 
means of existing facilities. (2) What other facilities were needed within and 
without the Board of Education. (3) Evaluate as early as 
termed "limited to employment at home” or "un 
e prior to high school graduation might bring 

ity and vocational adjustment. In 
ip was maintained with the 


*Used by special permission of the Board of Education, City of New York, and the 


author, Senior Rehabilitation Counselor. 
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cally Handicapped Children, New York City Department of Health and other 
health and hospital agencies as well as many of the community services for 
the handicapped. 


Group SERVICED 


About two hundred and seventy students received a letter from the Division 
of Vocational Rehabilitation or were told by their home instruction teacher 
about possible service. Caution was used in this contact in order that false 
hopes would not be given to the severely disabled and so that the student 
would not feel application was compulsory or that it would bring about the 
realization of all personal dreams including many years of college or profes- 
sional training. 

Two groups of students were excluded from the initial contact: (1) stu- 
dents on hospital home instruction; (2) students with temporary disabilities 
who require home instruction for short periods and who will not have a 
permanent vocational handicap upon recovery. 

Some contact beyond the initial letter was made with about two hundred 
and fifty students. The majority of this group made application for service; 
those that could coming to the office in person, and those that were unable 
to travel by public transportation were interviewed by the counselor at home. 
Medical reports, school records and teacher evaluations and other necessary 
data were secured before the counseling service began. In some instances, 
consultations by telephone or in person were held with physicians and other 
treatment sources before acceptance or a tentative plan could be drawn up. 
Occasionally contact with parents or physicians resulted in non-acceptance 
for service because it would be harmful to the student who physically or 
mentally was unable to make any vocational adjustment. 


NumMnEn, AcE AND DısasıLrry Distrisurion 
Number covered by the study was two hundred and forty-six. 


Age Group: Number of students 
14 through 16 .46 
is through 20 192 (about evenly divided in each age) 
8 


_ There was a very wide range both as to the nature and cause of the con- 
ditions. The greatest were the orthopedically handicapped, the cardiac group 
were the next major classification. "There was another group which might be 


fee general pediatric conditions, and the last the emotional and neuro- 
ogical. 


Groups 
1. Orthopedics ae E Students 
2. Cardiacs aS 
3. Miscellaneous - which included asthma, ulcerative colitis, 44 


hemophilia, nephrosis, anemia, vision and hearing. 
. Pulmonary Tuberculosis 8 
. Epileptics 8 
- General neurological 5 
. Emotional -mainly those popularly termed “school phobia” 4 
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The cause of the orthopedic disabilities varied widely, poliomyelitis was 
the largest single cause accounting for about forty-five cases, cerebral palsy 
for about eighteen, bone tuberculosis, club feet, spina bifida, bone fragilities, 
congenital malformations, amputations, osteomyelitis and muscular dystrophy. 


In reviewing this group we find not only the typical lay picture of the 
student in a wheel chair but disabling conditions visible and nonvisible, in 
each case so severe as to prevent classroom attendance either because of physi- 
cal or emotional factors or both. In the majority of cases vocational adjustment 
outside the home appeared possible. The exceptions were: (1) rapidly progres- 
sive conditions causing substantial deterioration or a short life expectancy; 
(2) complete lack of function in all extremities, blurred speech. 


‘TREATMENT 


Students were under care with private physicians, both specialists and gen- 
eral practitioners, and with the out patient departments of many hospitals. 

The general pediatric group and cardiac were more likely to be under 
private care than the orthopedic. 

Evaluation as to future employability, review as to follow up on suggested 
treatment was arranged through the cooperation of attending physicians and 
hospitals and with the permission of the parents. 


RELATION oF VOCATIONAL PLANNING TO TREATMENT 


In some cases the individual and the parent were unwilling or had neglected 
to follow medical advice which would enable the student to arrive at maximum 
rehabilitation. When the vocational problem was brought into the picture, 
it helped to adjust this except in a very few cases which were rejected. In a 
few cases many months of counseling were necessary before the student could 
see the necessity of receiving maximum physical restoration before vocational 
planning could be realistic. 


Tue Mzpicar PICTURE 


As this report is written by lay men no attempt is made at medical evalu- 
ation. There is one comment; through the efforts of the Board of Education, 


Department of Health and the Division of Vocational Rehabilitation, the 


situation is constantly improving in regard to treatment. There appears to be 
g treatment or check up. In a 


a very small percentage who are not receivin 
few instances of seriously involved cerebral palsied where many resources 
have been tried unsuccessfully parents and patients have found treatment of 
little use. 
Services -Division of Vocational Rehabilitation 
1, Evaluation 
2. Counseling 
3. Psychological Testing: 
Tests Administered: 
a. Otis Test of Mental Ability 
b. Columbia Vocabulary Test 
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C. Thurstone Clerical Test 
d. Hundred Problem Arithmetic Test 
€. Revised Minnesota Paper Form Board Test 
f. Bennett Test of Mechanical Comprehension 
g. Finger Dexterity Test 
h. Tweezer Dexterity Test 
i. Beta Examination 
4. Vocational service. 
5. Physical Restoration service. CPhysical restoration service either by the Division or in 
cooperation with the Division for Physically Handicapped Children when there is a 
suitable objective.) 


Current Status 


Placement after Training. One of the major services of Vocational Re- 
habilitation is to give vocational training in order to make a person employable. 
Many of the home instruction students have been and will be provided with 
additional vocational training outside the school system. The range of train- 
ing is dependent on the abilities and interests of the individual and the 
employment potentialities in the area, During the period from January to 
September 1, 1951 thirty-one persons formerly home instruction students 
after training under the auspices of the Division of Vocational Rehabilitation 
were placed. This training was given in a variety of institutions in the New 
York City Area. Training sources ranged from special schools, state institutes 
and professional schools to trade schools, commerical schools and rehabilita- 
tion centers. We are listing the area of training and the number of people in 
each. 


Training Area No. students given training 
- Librarian 
. Medical Technician 
Medical Assistant 
Art 
- Dressmaking 
Wood Carving 
- Sewing Machine Operation 
- Radio Technician 
. Mechanical Assembly 
10. Clerical (stenography, business machines, etc.) 
11. Rehabilitation Center 
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In many instances, it was necessary to have longer training periods than 
usually given to other clients of the comparable age group. 


Two factors weré noted: (1) gradual build up of work tolerance was neces- 
sary; (2) it was important that they learn to make an emotional adjustment 
to working with a group of people. 

Number Placed without Training. During this period sixteen students 
secured employment without training. Some because of their preparation by 
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home instruction in the commercial field; others because the most suitable ad- 
justment would be a short training period in connection with their employ- 
ment. Two students married and expect to be out of the labor market. 
Three students are awaiting employment after training. 


Currently Engaged in Training. During this period several other students 
have entered into various phases of vocational training or conditioning. 

Thirteen as of September 1951 are in attendance at Municipal colleges with 
a variety of vocational objectives. Four of this number will need special trans- 
portation to the college under the arrangements of the City and State Depart- 
ment of Education. One student who is no longer covered under the Board 
of Education regulations because she arrived at her twenty-first birthday is 
receiving aid from the Division of Vocational Rehabilitation for the special 
transportation. The others are able to travel by regular transportation. 

The vocational objectives among this group differ widely: science, business 
administration, social science, and speech therapy are among the desired 
employment objectives at the end of training. 

As of September 1951, three are attending private colleges, two of whom are 
financed in part by the Division of Vocational Rehabilitation. Special circum- 
stances have permitted the Division to assist the students attending a tuition 
charging school rather than a municipal school. This is a rather unusual 
situation. 

As we review the college problem, we find that two of the students are 
the holders of regents scholarship awards. The disability range of this group 
is extremely wide and the degree of disability has varied widely. There are 
five students confined to wheelchairs, three cardiacs, one pulmonary tuber- 
culosis, one hemophiliac, one ulcerative colitis; the remainder are polios using 
crutches and braces. 

A very serious degree of thought was necessary on the part of the counselor 
before college was advised as there must be a safe guard that college is not 
another way for severely disabled individuals to spend four years without 
reaching the point of vocational participation. 

The new state institutes have been found to be most helpful in training. 
As of September 1951 eight students are currently in attendance with voca- 
tional objectives in mechanical technology, medical technology, retail distri- 
bution and art. Again there is a wide range of disabilities — orthopedically 
handicapped from polio, tuberculosis of the bone; cardiac, asthma, and ulcera- 
tive colitis. 

Three are enrolled in art training which includes commercial design and 
fashion illustration. 

Fifteen students are enrolled in a variety of private schools in the commun- 


ity. 


Training Number of students enrolled 


Mechanical Dentistry 
Radio Repair 
Mechanical Assembly 
Beauty Culture 
Rehabilitation Center 
Clerical Training 
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High School Number of students enrolled 
Returning to high school or being admitted 16 
(students have returned or been admitted for 
the first time to regular high school and will 
be followed through until they are satisfac- 
torily employed). 

Remaining on Home Instruction (29 stu- 29 
dents are on home instruction and will con- 
tinue to receive counseling service until 
graduation at which time it is hoped that 
they can be employed or engage in training. 


Services Pending Number of students 
Physical Restoration Service Pending (the purpose 2 
of this is to enable the person to travel by regular 
transportation) 
Pending training (10 are expected to begin their 10 


training within the next month in a number of 
different occupations. 
Medical Evaluation (students who are graduates 9 
are now undergoing medical workup to determine 
their work tolerance or their ability to travel and 
function in an employment situation) 
Special Follow-up 16 
Sixteen students who have now graduated from 
home instruction are under special consideration 
to see if any employment either at home or in 
the neighborhood can be found for them, They 
are severely disabled and there is a limitation of 
function in the upper as well as lower extremi- 
ties; in some the speech is affected. 


The ultimate results of this group will be particularly interesting as it will 
determine in part what facilities are necessary -either in the sheltered work 
shops or otherwise, and also whether it is possible to secure suitable employ- 
ment for individuals who emotionally and intellectually are average or above 
average but whose degree of physical impairment is such that they can not 
function adequately in a Competitive situation. Part of the problem of this 
group is that there are many limitations in the field of industrial home work. 

One hundred and seventy-four persons have successfully adjusted or are 
in process of adjusting to the community. 


Rejected 
Reasons for Rejection Number rejected 
Degree of disability 28 
"Transfer to blind agency 
In hospital 
Temporarily withdrew from labor market 
Medical treatment 
Under service with community agency 
Refused to follow medical or vocational counsel 
Left State 
Declined service 
Failed to follow-up 
Tempory disability - no vocational handicap 
Deceased 
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_In the rejected groups we have a variety of disabilities. Five of the twenty- 
eight were epileptics, which is rather understandable as epileptics who are 
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under good medical control and therefore employable are usually able to be 
enrolled in regular schools. Eight of those rejected fell in the cerebral palsy 
group. Again we would have a group rejected which was mainly quadplegias. 
The others fall into a variety of ataxias and severe cardiacs. 


Socar AND Economic STATUS 


It is thought to be of interest by many as to the background and place 
in the community of the various families. These young people have come 
from every walk of life in the city. The economic status ranges from those 
wholly dependent on public welfare to a group where the parents are in the 
high income brackets. The range of occupations is as varied as the number 
of occupations engaged in in the city. We have representation from all 
groups. In some instances, they are only children and in others they are from 


very large families. 


COMMENTS 


It is difficult to say whether the small percentage of rejections among the 
total referrals will continue to hold after the entire group are made known to 
us. Possibly we should add to the rejected group some of those who declined 
service because the family knew that the person was unable to function. 
(It is important to note that many of the students now on home instruction can 
eventually enter an occupation.) 

We also found that many students who previously thought that their em- 
ployment possibilities were limited to their home, found after a period ol 
counseling relationship and conferences with the Board of Education and 
other agencies that training and employment outside the home was possible. 

We must also realize that some students would be employable without 
any additional service and they were among the group who declined service. 

There is a very definite attempt to give to the students sufficient training 
to enter the labor market and to remain employed. "There has not been any 
effort to train at the maximum capacity of the individual as it is felt that for 


many fields of work, training will be a continuous process which the individual 
can later enter upon under his own auspices when he becomes an independent 


member of the community. 
It has been necessary to work in liaison with physician to interpret the 


training area to the physical limitation. A job analysis presented to the 
physician sometimes has resulted in approval for full time rather than part 


time employment. 
The cases under consideration in this report were counseled in the Division 


of Vocational Rehabilitation School Unit. 


RECOMMENDATIONS 


1. Bring to the student a realistic picture of three factors: 
a. His relationship to normal academic standards. 
b. Amount of time usually required for subject preparation as against 
time needed for his preparation. 
c. Performance standards in normal classroom activity. 
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Stress necessity of ability to travel by public transportation. 
Travel orientation by explaining methods and routes, in addition to 
rehabilitation training in travel. 


. Consider home employment only for those who can not be employed out- 


side the home. 

Standards for industrial home work and independent business possibilities 
be made known to teaching staff. 

Teacher training — Continue to emphasize industrial and vocational 
needs of new entrants into labor market. 


. Emphasis on reading and vocabulary which lack seems to have been 


increased by the absence of classroom competition in training. Vocational 
training should also be considered «in the home instruction curricula, 
These courses should be of high school standards rather than on a craft- 
therapy basis. 


- Make known to attending physician possibility of special bus transporta- 


tion to high school to assist in his final recommendations. 


. Screening and medical review prior to Division of Vocational Rehabili- 


tation referral for the type of case that has previously been rejected. 
Research project to explore employment possibilities for the group so 
seriously disabled that even home employment is questionable. It must 
be done by an agency whose work is not measured in terms of successful 
employment at the conclusion of service which is the case of Division of 
Vocational Rehabilitation. 


AGENCIES FOR HOMEBOUND AND HOSPITALIZED 


PUBLIC AND PRIVATE AGENCIES PROVIDING 
TRAINING AND EMPLOYMENT FOR HOMEBOUND* 


Alabama: State Division of Vocational Rehabilitation; Alabama Institute for Deaf and 
Blind 

California: Local affiliates of the National Society for Crippled Children and Adults, 
Inc., in Los Angeles, Riverside, and San Mateo Counties; Braille Institute of America, 
Inc., Los Angeles; San Francisco Association for the Blind; State Division of Vocational 
Rehabilitation, Los Angeles district 

Connecticut: State agency for the blind; State affiliate of NSCCA 

Delaware: State agency for the blind 

Florida: State agency for the blind; Lions Industries for the Blind, Inc., West Palm 
Beach 

Georgia: Georgia Association for the Blind; Georgia Factory for the Blind, Bainbridge 

Idaho: State agency for the blind 

Illinois: Chicago and North Shore Cook County Society of NSCCA 

Indiana: State Agency for the blind 

Towa: State agency for the blind; State affiliate of NSCCA 

Kansas: State agency for the blind 

Maine: State agency for the blind; Pine Tree Society of NSCCA; Sunset Industries, Inc. 

Maryland: State Workshop for the Blind, Baltimore 

Massachusetts: State agency for the blind; Community Workshops, Inc., Boston 

Michigan: State agency for the blind; Detroit League for he Handicapped, Inc., State 
affiliate of NSCCA 

Minnesota: State Division of Vocational Rehabilitation, and Minnesota Homecrafters, 
Inc.; Minneapolis Society for the Blind, Inc. . 

Mississippi: State agency for the blind 

Missouri: State agency for the blind 

Montana: Montana Association for the Blind 

New Hampshire: Local affiliates of NSCCA, including the Crotched Mountain Founda- 
tion, Manchester; New Hampshire Association for the Blind, Concord 

New Jersey: State agency for the blind 

New York: State agency for the blind; Brooklyn Bureau of Social Services & Children's 
Aid Society, Brooklyn; Federation of the Handicapped, New York; Saranac Lake 
Rehabilitation Guild Inc., Saranac Lake; numerous private associations for the blind in 
New York and other cities throughout the state 

North Carolina: State agency for the blind 

Ohio: State agency for the blind; Goodwill Industries, Dayton; Columbus Society of 
NSCCA; Shut-In Society of Cincinnati; Cleveland Rehabilitation Center; private as- 
sociations for the blind throughout the State 

Oklahoma: State Division of Vocational Rehabilitation; Oklahoma League for the Blind 

Oregon: State agency for the blind; State Society of NSCCA 


* Adapted from Study of the Homebound (U.S. Department of Health, Education and 
Welfare: Washington, D.C., 1955). 
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Pennsylvania: State agency for the blind; Numerous local affiliates of the Pennsylvania 
Association for the Blind, Inc.; Pennsylvania Branch of the Shut-In Society, Philadel- 
phia; Philadelphia and Erie Societies of NSCCA 

Rhode Island: Community Workshops of Rhode Island, Inc.; Rhode Island Association 
for the Blind, Providence 

South Carolina: State agency for the blind 

Tennessee: State Division of Vocational Rehabilitation 

Texas: State agency for the blind; numerous county associations for the blind 

Utah: State agency for the blind 

Vermont: State agency for the blind 

Virginia: State Society of NSCCA; State agency for the blind 

Washington: State agency for the blind 

Wisconsin: State División of Vocational Rehabilitation, in conjunction with State 
Society of NSCCA; State agency for the blind 


SHELTERED WORKSHOPS HAVING HOMEBOUND 


PROGRAMS* 
Connecticut 
New Haven Goodwill Industries: telephone soliciting 
Georgia 


Georgia Association, Workers for the Blind, Atlanta: assembling wood baskets 
Georgia Factory for the Blind, Bainbridge: mat making, rug making 
Georgia Factory for the Blind, Griffin: rug making 

Illinois 
Chicago Metropolitan Unit of Illinois Association for the Crippled, Inc., Chicago: 
"Typing, sewing and embroidering, making paper flowers and assembling paper favor 
cups; goggle straps; nails in envelopes, postage stamps, and placing decals on plastic 


cups 
Towa 
Iowa Society for Crippled Children and the Disabled, Des Moines: typing; contract 
nsas 
National Handicapped Foundation, Wichita: contract 
Kansas Foundation for the Blind, Wichita: chair caning; making pot holders, cotton 


mops 
Kansas Industries for the Blind - Topeka 
Louisiana 
Goodwill Industries of New Orleans: telephone soliciting 
Massachusetts 
Community Workshops, Inc., Boston: stitching complete garments, cotton hospital 
supplies, waitresses uniforms, etc. 
Michigan 
Detroit League for the Handicapped: hand and machine sewing for local retail sale; 
wiring and stringing tags, hand assembly eye sponges and sweat bands; industrial 
machine sewing 
Minnesota 
Minnesota Homecrafters, Inc., Duluth: setting pockets in sweaters, tipping mittens 
and gloves, embroidering mittens and gloves 
Minnesota Homecrafters, Inc., Minneapolis (headquarters office): embroidering ski 
parkas; typing and stuffing envelopes 
Missouri 
Occupational Therapy Workshop, St. Louis: typing; lacing moccasins. 
Nebraska 
Lincoln Goodwill Industries, Lincoln: promotion 


* Adapted from Study of the Homebound (U.S. Department of Health, Educati d 
Welfare: V Washington, D.C., 1955). These ERE eranl by the US. Depart 
ment oi T. 
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New Hampshire 
Crotched Mountain Foundation, Manchester: lily making project. 

New Hampshire Association for the Blind: filling preparation stitching; wood- 
working; chair-seating; pomander making;, knitting; crocheting; weaving; fring- 
ing; basketry; tassel making; door mat making 

New Jersey 
Goodwill Industries of New Jersey, Jersey City: promotion by phone 
New York 
Albany Association of the Blind, Inc.: machine sewing 
Blind Work Association, Inc., Binghampton: machine sewing; crocheting mitts; 
hand hemming; fringing; finishing knitting bags; winding of yarn over wire 
frame - toy lambs 
Brooklyn Bureau of Social Service & Children’s Aid Society, Brooklyn: assembly 
work; jewelry assembly work; electric assembly; hand sewing; bureau mailing 
service; hand crocheting 
Central Association for the Blind, Inc., Utica: weaving rugs, mats; hand hemming 
of tablecloths 
Elmira Association for the Blind, Elmira: weaving rag rugs 
Federation of the Handicapped, New York: slip-stitching; typing 
Goodwill Industries of New York, Inc., New York: telephone solicitation 
Industrial Home for the Blind, Brooklyn: this establishment houses woodworking 
and handle departments, also mat dept.; type of homework is not specifed in 
application 
New York Association for the Blind, Occupational Department, New York: knitted 
outerwear; knitted gloves 
Rochester Rehabilitation Center, Inc., Rochester: sewing 
Saranac Lake Rehabilitation Guild: this is a contract garment shop; type of home- 
= work is not specified in application 
Ohio 
Toledo Society for the Blind, Toledo: weaving pot holders; home sewing; small items for 
local retail sale 
Goodwill Industries of Dayton, Dayton: fanfold and string tags; sort Conveyor cards 
Pennsylvania 
Pennsylvania Branch, Shut-in Society, Philadelphia: assemble pencil sharpeners; wire 
safety pins; card and pack plastic toys; hand finish finger cots; card snaps, loop 
anl knot tags; assemble and pack plastic hangers and eyelets; hand address en- 
velopes; cut and stack labels; make bows for greeting cards; assemble and stack 
bath stoppers 
Rhode Island 
Community Workshop of R.I., Inc.: plier work; jewelry 
Texas 
Goodwill Industries of Dallas, Dallas: telephone soliciting; make quilts; 
will bags; and mate stockings 
Goodwill Industries of Fort Worth, Fort Worth: telephone soliciting; assembling 
badges 
Goodwill Industries of San Antonio, San Antonio- 
Dallas County Association for the Blind, Dallas (white clients): make a variety of 
articles, including pot lifters, dolls, clown bean bags and fly swatters 
Harris County Association for the Blind, Houston - 
Travis County Association for the Blind, Austin: chair caners 
Lighthouse for the Blind of Fort Worth, Fort Worth: sews ironing board covers 


fold Good- 


PRIVATE ORGANIZATIONS—SERVING HOMEBOUND 
AND HOSPITALIZED 


Adult Education Association of the USA, 743 North Wabash Ave., Chicago 11, Ill. 
Alabama Society for Crippled Children and Adults, 
gomery, Ala. 


472 South Lawrence St., Mont- 
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American Association for Health, Physical Education and Recreation, 1201 16th St., 
N.W,. Washington, D.C. 

American Cancer Society, 47 Beaver St., New York 4, N. Y. 

American Congress of Physical Medicine and Rehabilitation, 30 N. Michigan Ave., 
Chicago 2, Ill. 

American Council on Education, 1785 Massachusetts Ave., N.W., Washington, D.C. 

American Farm Bureau Federation, 423 13th St., N.W., Washington, D.C. 

American Federation of Labor, 901 Massachusetts Ave., N.W., Washington, D.C. 

American Federation of the Physically Handicapped, 1370 National Press Building 
Washington 4, D.C. 

American Foundation for the Blind, 15 West 16th St., New York 11, N.Y. 

American Hearing Society, 817 14th St., N.W., Washington 5, D.C. 

American Heart Association, 1775 Broadway, New York 17, N.Y. 

American Legion, 700 N. Pennsylvania St., Indianapolis 6, Ind. 

National Rehabilitation Commission American Legion, 1608 K St., N.W., Washington 6, 
D.C. 


American Library Association, 50 E. Huron St., Chicago 11, Ill. 

American Medical Association, 535 N. Dearborn St., Chicago 10, Ill. 

American National Red Cross, 17th & D Sts., N.W., Washington 13, D.C. 

American Occupational Therapy Association, 33 W. 42nd St., New York, N.Y. 

American Physical Therapy Association, 1790 Broadway, New York 19, N.Y. 

American Veterans Committee, 1751 New Hampshire Ave., N.W., Washington 9, D.C. 

American Veterans of World War II, 1710 Rhode Island Ave., N.W., Washington 6, 
D.C. 

American Vocational Association, 1010 Vermont Ave., N.W., Washington, D.C. 

Arkansas Enterprises for the Blind, Inc., Welfare Building, Little Rock, Ark. 

Arthritis and Rheumatism Foundation, 23 W. 45th St., New York 19, N.Y. 

Association for the Aid of Crippled Children, 345 E. 46th St., New York, N.Y. 

Baruch Center of Physical Medicine and Rehabilitation, Medical College of Virginia, 
Richmond, Va. 

Bay State Rehabilitation Center of Western Massachusetts, Springfield, Mass. 

Blinded Veterans Association, Inc., 3408 Wisconsin Ave., N.W., Washington 16, D.C. 

Buffalo Association for the Blind, 864 Delaware Ave., Buffalo, N.Y. 

Soraia Institute of Physical Medicine and Rehabilitation, 2600 Alameda St., Vallejo, 

alif. 

Catholic War Veterans of the USA, 1012 14th St., N.W., Washington 5, D.C. 

Chicago Lighthouse for the Blind, 3323 West Cermak Rd., Chicago, Il. 

The Cleveland Rehabilitation Center, 2239 E. 55th St., Cleveland, Ohio. 

Commission on Chronic Illness, 615 N. Wolfe St., Baltimore, Md. 

Council of Jewish Federations and Welfare Funds, 165 W. 46th St., New York 36, N.Y. 

Crossroads Rehabilitation Center, 3001 N. New Jersey St., Indianapolis 5, Ind. 

Crotched Mountain Foundation, Manchester, N.H. 

Curative Workshop of Green Bay, 1001 Cherry St., Green Bay, Wis. 

Curative Workshop of Milwaukee, 750 N. 18 St., Milwaukee, Wis. 

The Curative Workshop of Racine, 2335 Northwestern Ave., Racine, Wis. 

Dade County Society for Crippled Children, 159 Northeast 51st St., Miami, Fla., 

Davison Technical School, Inc., Woodward at Grant Ave., CH.P.) Detroit 3, Mich. 

Delaware Curative Workshop, 16th and Washington Sts., Wilmington, Del. 

Disabled American Veterans, 1423 E. McMillan St., Cincinnati 6, Ohio. 

The Easter Seal Rehabilitation Center, 3114 E. Chandler Ave., Evansville 14, Ind. 

Epilepsy Association of New York, 129 E. 52nd St., New York 22, N.Y. 

Equitable Life Assurance Society of the U.S., 393 Seventh Ave., New York 1, N.Y. 

Essex Co. Service for the Chronically Ill, 1004 Broad St., Newark, N.J. 

Family Service Association of America, 192 Lexington Ave., New York 16, N.Y. 


Eos Council for the Blind, Adjustment Training Center of Holly Hill, Daytona Beach, 
a. 


"Adapted from Study of the Homebound (U.S. Department of Health, Education 
and Welfare: Washington, D.C., 1955). 
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Ne Conference of Seventh Day Adventists, 6840 Eastern Ave., Tacoma Park 12, 

Md. 

George Washington University, Medical Integration and Rehabilitation Unit, 22nd & 
Pennsylvania Ave., N.W., Washington, D.C. 

Gonzales Warm Springs Foundation for Crippled Children, Gonzales, Texas. 

Goodwill Industries of America, 1222 New Hampshire Ave., N.W., Washington, D.C. 

Grand Rapids Rehabilitation League, 555 Houseman Building, Grand Rapids 2, Mich. 

'The Hartford County Rehabilitation Workshop, 680 Franklin Ave., Hartford, Conn. 

Hogg Foundation for Mental Hygiene, University of Texas, Austin, Texas. 

Illinois Association for the Crippled, 816 E. Edwards St., Springfield, Ill. 

Indiana Society for Crippled Children, 6055 College Ave., Indianapolis, Ind. 

Industrial Home for the Blind, 520 Gates Ave., Brooklyn, N.Y. 

Industrial Home and Division for the Blind, 1900 S. Marshall Blvd., Chicago, 23, Ill. 

Institute of Physical Medicine and Rehabilitation, 619 N Glen Oak Ave., Peoria, Ill. 

International Council for Exceptional Children, 1201 16th St., N.W., Washington, D.C. 

Iowa Society for Crippled Children and the Disabled, 2920 30th St., Des Moines, Iowa. 

Jewish Occupational Council, 1841 Broadway, New York 23, N.Y. 

Jewish War Veterans of the USA, 1712 New Hampshire Ave., N.W., Washington, D.C. 

Kansas Rehabilitation Center for Adult Blind, Topeka, Kans. 

Curative Workshop, Kentucky Society for Crippled Children, 840 South Third St., 
Louisville 3, Ky. 

Kessler Institute for Rehabilitation, Pleasant Valley Way, West Orange, NJ. 

Lake Tomahawk State Camp, Lake Tomahawk, Wis. 

Liberty Mutual Insurance Company, 175 Berkeley St., Boston 17, Mass. 

Life Insurance Association of America, 488 Madison Ave., New York 22, N. Y. 

May T. Morrison Center for Rehabilitation, 1680 Mission St., San Francisco, Calif. 

Methodist Church, Board of Hospitals and Homes of the, 740 Rush St., Chicago 11, Tl. 

Metropolitan Atlanta Association for Colored Blind, 293 Sunset Ave., N.W., Atlanta, 
Ga. 

Metropolitan Life Insurance Co., 1 Madison Ave., New York 10, N.Y. 

Minneapolis Curative Workshop, 2515 Nicollet Ave., Minneapolis, Minn. 

Minneapolis Society for the Blind, 1936 Lyndale Ave., South Minneapolis 5, Minn. 

Miriam Convalescent Rehabilitation Center, 501 Bacon St., Webster Groves, Mo. 

Mobility Incorporated, 10 Heatherbloom Rd., White Plains, N.Y. 

Muscular Dystrophy Associations, 39 Broadway, New York 6, N.Y. 

National Association for Mental Health, Inc., 1790 Broadway, New York 19, N.Y. 

National Association for Retarded Children 129 E. 52nd St., New York 22, N.Y. 

National Association on Sheltered Workshops and Homebound Programs, 15 W. 16th 
St., New York 11, N.Y. 

National Catholic Welfare Conference, 1312 Massachusetts Ave., N.W., Washington 5, 
D.C. 

National Conference of Catholic Charities, 1346 Connecticut Ave., Washington 6, D.C. 

National CIO Community Services Committee, 1776 Broadway, New York 19, N.Y. 

National Epilepsy League, 130 N. Wells St., Chicago 6, Ill. 

National Farmers Union, 1417 California St., Denver 2; Col. 

National Foundation for Infantile Paralysis, 120 Broadway, New York 5, N.Y. 

National Grange, 744 Jackson Pl., Washington 6, D.C. 

National Health Council, 1790 Broadway, New York 19, N.Y. : 

National Home Study Council, 1420 New York Ave., N.W., Washington, D.C. 

National Industries for the Blind, 15 W. 16th St., New York, NY. 

National League for Nursing, 2 Park Ave., New York 16, N. Y. 

Division of Welfare, National Lutheran Council, 231 Madison Ave., New York 16, N.Y. 

National Multiple Sclerosis Society, 270 Park Ave., Suite 7G, New York 17, N.Y. 

National Recreation Association 315 Fourth Ave., New York 10, N.Y. ; 

National Rehabilitation Association, 1025 Vermont Ave., N.W., Washington 5, D.C. 

National Rehabilitation Commission, American Legion, 1608 K St., N.W., Washington 
6, D.C. 

National Social Welfare Assembly, 345 E. 46th St, New York 17, N.Y. > 

National Society for Crippled Children and Adults, 11 S.LaSalle St., Chicago 3, Ill. 
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National Tuberculosis Association, 1790 Broadway, New York 19, N.Y. 

National University Extension Association, Bloomington, Ind. 

New York Association for the Blind, 111 E. 59th St., New York 22, N.Y. 

The Occupational Therapy Workshop, 608 N. Spring Ave., St. Louis, Mo. 

Rehabilitation Coordinator, The Ohio Citizens’ Council for Health and Welfare, 167 E. 
State St., Columbus 15, Ohio. 

New York State Rehabilitation Hospital, W. Haverstraw, N.Y. 

Ohio State University Rehabilitation Center, Ohio State University, Columbus, Ohio. 

Oakland Orientation Center for the Blind, 3601 Telegraph Ave., Oakland, Calif, 

Oklahoma A & M College, The Rehabilitation Center, Okmulgee, Okla. 

Orthopedic Appliance and Limb Manufacturers Association, 411 Association Building, 
1145 19th St., N.W., Washington 6, D.C. 

Paralyzed Veterans of America, 101 Hay Ave., Nutley 10, N.J. 

Pennsylvania Working Home for Blind Men, 36th Street and Lancaster Ave., Philadel- 
phia, Penn. 

Philadelphia Society for Crippled Children and Adults, 2000 S. College Ave., Philadel- 
phia, Penn. 

Portland Rehabilitaion Center, 1615 Southwest 14th Ave., Portland, Oregon. 

Division of Welfare Agencies, Board of Pensions of the Presbyterian Church of the 
U.S.A., Witherspoon Building, Philadelphia 7, Penn. 

Rehabilitation Center, 418 Martin Brown Building, Louisville 2, Ky. 

Rehabilitation Center of Hawaii, 226 N. Kuakini St., Honolulu 17, Hawaii. 

Rehabilitation Center for the Physically Handicapped, 20 Wall St., Stamford, Conn. 

The Rehabilitation Institute, 3600 Troost St., Kansas City, Mo. 

Rehabilitation Institute, 8811 Hamilton Ave., Detroit 2, Mich. 

Rehabilitation Institute of Chicago, 401 E. Ohio St., Chicago, Ill. 

Research Council for Economic Security, 111 W. Jackson Blvd., Chicago 4, Ill. 

Rochester Rehabilitation Center, 233 Alexander St., Rochester, N.Y. 

Saranac Lake Rehabilitation Guild, 5 Franklin Ave., Saranac Lake, N.Y. 

Selective Service System, National Headquarters, Washington, D.C. 

Shut-In Society, 221 Lexington Ave, New York 16, N.Y. 

Sieberling Health Center, Akron, Ohio. 

St. Paul Rehabilitation Center, 319 Fagle St., St. Paul 2, Minn. 

Springfield Rehabilitation Center, 1400 State St., Springfield, Mass. 

Tuskegee Rehabilitation Center, John A. Andrew Memorial Hospital, Tuskegee, Ala. 

United Cerebral Palsy Association, 50 West 57th St., New York 19, N.Y. 

United Foundation, 90 N. Prospect St., Akron 4, Ohio. 

United Mine Workers of America, Welfare and Retirement Fund, 907 15th St., N.W., 
Washington, D.C. 

Chronic Disease Research Institute, University of Buffalo, Department of Physical 
Medicine, Buffalo, N.Y. 

Veterans of Foreign Wars of the U.S., Broadway and 34th St., Kansas City 11. Mo. 

Visiting Nurse Association of New York, 107 E. 70th St., New York, N.Y. 

Volunteers of America, 340 W. 85th St., New York 24, N.Y. 

We, The Handicapped, 15327 San Juan Dr., Detroit 38, Mich. 

eee Ls Physical Rehabilitation, 900 W. 27th Ave, Vancouver, British 

Wisconsin Neurological Foundation, 1 W. Main St., Madi i 

Woodrow Wilson Rehabilitation Center, Fisherville, Va. RS ee. 
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